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Introduction: Recent recommendations to revise health professional education have 
called for including how structural racism contributes to health inequities. Little is known, 
however, about which components of public health training either perpetuate or challenge 
structural racism. I conducted a mixed methods study to assess how structural racism was 
manifested and addressed during one school of public health’s (SPH) revision of its Master of 
Public Health (MPH) core curriculum.  
Methods: Grounded in Critical Race Theory, this dissertation examined MPH students’ 
views of social dominance orientation, motivations to suppress prejudice, and paternalism in a 
workplace context (Aim 1) as well as the process of developing a new core MPH curriculum 
(Aim 2).  As the three scales administered had not previously been tested among health 
professional trainees, confirmatory factor analyses were conducted to assess their 
appropriateness for use in this population. Additionally, I tested a hypothesized structural 
equation model (SEM) that posited these three scales would be related to underlying investment 
in one’s own group and investment in other groups. The committee-driven MPH core syllabi 
development process was explored using participant-observations and in-depth interviews as part 
of an institutional ethnography (IE).  
Results: The factor structure of all three scales was confirmed, indicating these scales are 
appropriate for use among health trainees. Students showed low social dominance (mean=1.55, 
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SD=0.80) and nonegalitarianism (mean=1.86, SD=0.98), moderate external motivation to 
suppress prejudice (mean=3.67, SD=1.53), high internal motivation (mean=6.43, SD=0.58), and 
moderate paternalism (mean=3.66, SD=1.02). The SEM did not perform as hypothesized. IE 
findings revealed decision-making potential of committee members of color was limited by 
structural and social processes throughout the development process. Equity-related content was 
vulnerable to being reduced, when compared to more traditional content.  
Conclusion: MPH students bring a complex view of the relationship between public 
health professionals and communities of color; warranting explicit instruction on structural 
racism’s contributions to health inequities. Existing social and structural methods of developing 
curricula undermine goals to provide more inclusive training to students. While further research 
is needed into factors studied, findings suggest the development of dramatically more inclusive 
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CHAPTER 1: INTRODUCTION 
Racial health inequities have been a persistent concern for public health for decades (Gee, 
Walsemann, & Brondolo, 2012). For example, cancer mortality is more than fifty percent greater 
among African Americans as compared to non-Hispanic Whites, despite population-level 
decreases in mortality across all races over time (Naylor, 2017). Discrimination has been 
significantly associated with alcohol and drug disorders among Latinos since 2004 (Otiniano 
Verissimo, Grella, Amaro, & Gee, 2014). Additionally, racial health disparities in infant mortality 
have continued to worsen since the 1980s (Hatzenbuehler, Phelan, & Link, 2013). Recent 
recommendations to adapt health professional education have called for a more intentional focus 
on how racism and structural bias contribute to persistent health inequities (Institute of Medicine, 
2016). These recommendations are reflected in recently revised public health education 
competencies (Council for Education on Public Health, 2016). Little is known, however, about 
which components of public health training either perpetuate or challenge structural racism. 
Therefore, I conducted a mixed methods dissertation study to answer the following research 
question: How are structural racism at the level of public health systems and implicit bias at the 
individual level defined and addressed in public health training? 
 To address this question, I focused on two main study aims – one investigating the 
dispositional characteristics of current master’s level public health students that are likely to be 
important in how trainees interact with anti-racist or equity-focused education, and another that 
explored how one school went about restructuring their master’s level core curriculum in light of 
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recent changes in criteria for accrediting schools and programs of public health as well as 
broader trends in health professional education. 
 
Dissertation Study Aims 
Aim 1: Examine the relationship between social dominance orientation, motivations to control 
prejudice, and paternalism among master’s level public health students. 
Aim 2: Explore how changes to the master’s level core curriculum reveal and challenge 





CHAPTER 2: LITERATURE REVIEW 
The Heckler Report (Heckler, 1985) was the first document issued by the United States 
(US) Department of Health and Human Services (HHS) that called attention to minority health 
issues. The report highlighted the differences in health outcomes between most populations of 
color as compared to their White counterparts that could not otherwise be explained by 
biological or clinical differences in health. In response, Offices of Minority Health were 
established by HHS in 1986 and the Centers for Disease Control and Prevention (CDC) in 1988.  
The National Institutes of Health (NIH) created the Office of Minority Health Programs in 1990, 
which became the National Center on Minority Health and Health Disparities in 2000 and the 
National Institute of Minority Health and Health Disparities in 2010. These offices were tasked 
with focusing on the health issues of communities of color within their specific spheres of public 
health. In addition, two specific recommendations from the Heckler Report were to increase the 
diversity of the public health workforce and improve training among a predominantly White 
workforce so that they could better serve the needs of populations of color.  
As a step toward improving cross-cultural training for health professionals, the HHS 
Office of Minority Health established the National Standards for Culturally and Linguistically 
Appropriate Services in Health and Healthcare (CLAS Standards), which outlined the minimum 
requirements for health organizations to provide culturally competent services,  developed the 
HHS Action Plan to Reduce Racial and Ethnic Health Disparities, and mandated cultural 
competency training for health professionals (U.S. Department of Health and Human Services, 
2011).  CLAS standards framed cultural competency training as a means by which to assist 
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providers and their organizations in interacting more effectively with culturally and linguistically 
diverse individuals. The training covers strategies for communicating in a way that considers the 
cultural, health literacy, and language needs of their racially and ethnically diverse patients and 
their families (Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003). 
Although US medical schools and healthcare institutions have mandated nearly universal 
training programs on culturally competent care since the introduction of National CLAS 
Standards in 2001, health disparities have persisted. In their landmark 2003 report, Unequal 
Treatment, the Institute of Medicine laid out the most compelling link to date between health 
disparities and inequitable practices in healthcare service delivery. Members of the committee 
found that racial bias, stereotyping, and prejudice among health professionals specifically 
contributed to health disparities (Institute Of Medicine, 2002). Moreover, evaluations of the 
effects of cultural competency training, particularly the link between changes in practitioner 
knowledge and improvements in patient-related outcomes, have been almost nonexistent 
(Renzaho, Romios, Crock, & Sønderlund, 2013). As a result of persistent disparities and 
inconsistent evaluations of the effectiveness of existing training programs, cultural competency 
trainings in general have come under scrutiny. Critiques of cultural competency training’s focus 
on changing individual providers’ knowledge-based approach have included:  
• Relying on dominant cultural stereotypes of marginalized populations as a means of 
explaining health disparities (Kleinman & Benson, 2006);  
• Promoting providers’ stereotypes and biased behavior when interacting with minority 
patients (Malat, 2013); and  
• Not specifying a mechanism for holding individual providers and their institutions 
accountable for optimal treatment and medical care (Beach et al., 2005). 
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As these critiques were reported on the limitations of cultural competency training, an 
alternative approach emerged around the concept of “cultural humility.” Whereas cultural 
competence has historically been defined as a finite set of knowledge to be mastered, cultural 
humility is instead a commitment to and active engagement with a lifelong process of self-
reflection and continual consideration of power imbalances present in health service delivery 
(Tervalon & Murray-Garcia Jann, 1998).  Cultural humility was intended to be a step forward in 
the search for cultural competence writ large by shifting toward a training approach that 
deemphasized stereotypes while attempting to emphasize training health professionals to 
approach intercultural health services provision with humility rather than inadvertently 
pathologizing other cultures (Tervalon & Murray-Garcia Jann, 1998; Yeager & Bauer-Wu, 2013). 
Moreover, as health professional schools have begun to shift their programs toward training 
centered on cultural humility, reflection among trainees has increasingly been seen as an 
important part of professional development (Hannah & Carpenter-Song, 2013).  
While professional training in cultural humility has ushered in a more nuanced approach 
to transcultural health practice, many health professional organizations have had difficulty 
linking results from cultural competence or cultural humility trainings to reductions in health 
disparities (Lee, Fitzpatrick, & Baik, 2013). Cultural humility trainings continue to focus on an 
individualized approach to cross-cultural health encounters, thereby continuing to privilege the 
experiences of health professionals over those of patients or community members (Saha, 
Arbelaez, & Cooper, 2003). This provider-centered training has thus failed to challenge system 
level power imbalances that contribute to broader improvements in the health of marginalized 
populations (Wallerstein & Duran, 2006). Moreover, evaluations of cultural humility trainings 
have been plagued by the same lack of methodological rigor as cultural competency trainings 
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(Matsumoto & Hwang, 2013; Truong, Paradies, & Priest, 2014). As a result, the utility of cultural 
competence and cultural humility trainings in reducing health disparities has been questioned 
(Lie, Lee-Rey, Gomez, Bereknyei, & Braddock Iii, 2010).  
In response to the persistence of health disparities and continued experiences of 
discrimination in health settings, health researchers have begun to call for a more structural 
approach to professional training (Ford & Airhihenbuwa, 2010b).  As noted by the Sullivan 
Commission, the more visible racial barriers of the US health care system were largely 
eradicated during the Civil Rights Era, namely overt acts of race-based discrimination (Sullivan 
et al., 2004a). Whereas individual acts of race-based discrimination have carried an increasing 
social burden to perpetuating individuals (Devine, Plant, Amodio, Harmon-Jones, & Vance, 
2002), discriminatory practices against members of marginalized groups, namely people of color, 
are still observed in health settings with alarming regularity (Geronimus, Hicken, Keene, & 
Bound, 2006; Monk, 2015; Williams & Mohammed, 2009). This has led to more recent scholarly 
attention toward the effects of racism at an institutional level as a determinant  of health (Bradby, 
2010). Institutional racism has been defined as a process of oppression, unconscious or not; 
functioning as “a system of structuring opportunity and assigning value based on race phenotype, 
that unfairly disadvantages some, unfairly advantages others, and undermines the potential of the 
whole society  (Jones, 2002, p. 10).” In short, race-specific inequities in health are rooted in 
social norms and institutional policies that provide differential benefits to Whites as compared to 
people of color (Gee & Chen, 2007; Jones, 2000; Paradies et al., 2015).  
That is, norms and policies that make up a social order that serves to benefit White 
populations are not in place by accident. Rather, they have evolved slowly over the course of US 
history (Bonilla-Silva, 2014). Structural racism, then, has been a fundamental cause of health 
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inequities throughout the history of the US. According to Phelan and Link, a fundamental cause 
of health inequities is one which involves access to knowledge, power, and resources 
(Hatzenbuehler et al., 2013). Social and institutional policies that structure US society have 
provided advantages to Whites and disadvantages to people of color throughout history. From the 
genocide of indigenous peoples and importation of slaves to segregation laws that limited access 
to resources and mass incarceration of men and women of color, structural racism has limited 
access to health resources and threatened the health and safety of people of color since the nation 
was initially colonized. Therefore, the training of health professionals must include actively 
naming and combating structural racism in order to reduce and eliminate health disparities 
(García & Sharif, 2015; Malat, 2013; Yonas et al., 2006). 
Previous research has shown that both formal and informal parts of health professional 
training can have an impact on how trainees view patients of color (Boscardin, 2015). Formal 
curriculum components, like those in cultural competency trainings, have focused primarily on 
individual-level introspection and attempts at reducing implicit bias (Hannah & Carpenter-Song, 
2013). Conversely, informal curriculum components have included more interpersonal or social 
training, such as negative comments made by faculty about African-American patients’ ability or 
willingness to adhere to treatment plans (Bird, Bogart, & Delahanty, 2004), and assumptions that 
Latino immigrants are likely to be undocumented (Chapman & Perreira, 2005), or the 
criminalization of black and brown men in health settings (Rios, 2006).   
In 2014, the Institute of Medicine convened a workshop among national experts in health 
professional instruction, practice, and continuing education to assess health professional 
education. Formative research compiled for the workshop showed a need for greater faculty 
development in assessing health professional training, including testing the knowledge, skills and 
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application in varied environments (Cuff, 2014). Moreover, the IOM Global Forum on 
Innovation in Health Professional Education (the committee convening the workshop) found that 
self-assessments by students, while a useful part of training, were insufficient on their own as a 
means for documenting their acquisition of skills (Cuff, 2014). Furthermore, the report from the 
workshop found that more curricular development was needed to apply classroom learning to 
practice, including adapting objectives to each new interprofessional experience. Workshop 
participants discussed at length how power dynamics have a great impact on group-based and 
interprofessional training, but noted that few measures exist to assess interprofessional teamwork 
skills in a health setting and that little formal curriculum is devoted to teaching health 
professional trainees how to deal with power dynamics in a group context (Cuff, 2014). 
Relatedly, workshop participants repeatedly emphasized the need to increase involvement of 
patients and community members in the instruction and assessment of trainees. This included 
engaging patients and community members in academic decision-making, including admissions, 
curriculum design, and community-centered learning activities (Cuff, 2014). Finally, workshop 
attendees discussed a need for policy-level changes across all health professional organizations 
to create financial, accreditation, and technological alignment with institutional and individual 
emphasis on extraprofessional collaboration and community-centered learning. 
Following the assessment of health professional education, IOM conducted a series of 
workshops and reports to help strategize new directions for training. Among the first was a 
workshop focused on planning next steps based on the assessment of training. In this workshop, 
many documented conversations centered on the need to include to actively combat racism and 
social marginalization by increasing student engagement with communities of color (Cuff, 2015). 
As one participant stated, “Unless the academy changes, we will not have true interconnection 
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between [health trainees] and the community (Cuff, 2015).” Attendees agreed that applied 
community experiences where trainees had to overcome cultural differences, address 
transportation or financing issues, and challenge personal assumptions helped better prepare 
health professionals to serve diverse populations than classroom-only modes of learning. 
Moreover, one participant saw engaging with communities as fundamental to moving the health 
system “from focusing on reducing disease to a focus on improving wellness (Cuff, 2015, p. 
40).” 
The importance of this link between health professional education and improved health 
outcomes carried over in two IOM publications released in 2016, Health Professionals 
Education: A Bridge to Quality and A Framework for Educating Health Professionals to Address 
Social Determinants of Health. Both publications recognized that in the US, health disparities are 
often the result of structural racism and discrimination that create disproportionate opportunities 
for people of color as compared to Whites (Institute of Medicine, 2016). Moreover, lack of 
reform of health professional education and an emphasis on protecting specific academic 
interests at the expense of professional education were seen as contributing factors to health 
practice quality decreases observed in the last five years (Greiner & Knebel, 2016).  
Efforts led by IOM to reconceptualize how health professional education might be 
delivered to reduce racial/ethnic inequities in health outcome have led to shifts in how 
accreditation criteria of schools and programs of public health could operationalize trainings 
objectives that explicitly worked to combat structural racism, including biased practices among 
health professionals. In November 2016, the Council on Education for Public Health (CEPH), 
the US Department of Education-authorized accrediting body for schools and programs of public 
health, released a new set of core competencies that make issues of structural racism, health 
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disparities, and community engagement more central components of public health professional 
education. This includes mandates that students be able to discuss racism, structural bias, and 
health inequities at multiple levels of influence, describe the importance of cultural competence 
in public health, and apply an awareness of cultural values and practices to public health efforts 
(Council for Education on Public Health, 2016). See Appendix I for a detailed list of 2016 
CEPH-defined master’s-level core public health knowledge as well as the list of previous CEPH-
defined master’s level core public health knowledge (i.e., CEPH accreditation criteria released in 
2011).   
CEPH has asked all accredited schools and programs of public health to come into 
compliance with the new accreditation criteria by the end of 2018. No small undertaking, this 
more explicit focus on how structural racism, bias, and discrimination impact public health 
practice has many points of overlap with diversity and inclusion efforts already in place at most 
institutions of higher learning in the US, including those in which schools and programs of 
public health are housed. Historically, diversity initiatives in institutions of higher learning have 
been framed as a way to add educational value to students in that exposure to different kinds of 
students enriches social learning and expands learners’ worldviews (Aguirre & Martinez, 2002). 
Initially, diversity initiatives, like affirmative action policies that allowed members of 
disadvantaged or minority groups to be given preferential admission to academic programs, were 
intended to counteract structural barriers to education. As Justice Harry Backmun declared in the 
landmark 1978 Supreme Court ruling that led to affirmative action policies at many health 
schools, “In order to get beyond racism, we must first take account of race. We cannot, we dare 
not, let the equal protection clause perpetuate racial supremacy (Cohen, Gabriel, & Terrell, 2002, 
p. 98).” Like cultural competency trainings in health professions, however, diversity efforts that 
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are grounded in the notion that exposure to difference is sufficient to change individual 
prejudices have done little to address structural racism or broader systemic instances of 
disproportionally advantaging White students while simultaneously disadvantaging students of 
color. Rather, even with diversity and inclusion initiatives in place at most institutions of higher 
learning, racial and ethnic minorities continue to be underrepresented in academic health 
settings, both as instructors and as learners (Cohen et al., 2002).    
In addition to focusing on emphasizing individual differences as a means of combatting 
structural racism, diversity and inclusion efforts may inadvertently be maintaining the primacy 
and supremacy of Whiteness in educational spaces. Diversity and inclusion statements at schools 
of public health typically consist of lists that delineate difference that qualifies as diverse, and 
therefore merits inclusion (Merino, 2017). Both visible minorities (e.g., people of color, 
individuals with visible disabilities, etc.) and less easily identified minorities (e.g., religious 
minorities, sexual minorities, etc.) are included in most formal diversity and inclusion statements 
made by schools. As Ahmed (2012) states, a laundry list of who “qualifies as diverse” is one 
mechanism by which inviting inclusion maintains White supremacy in academic training. She 
states,  
When diversity becomes a form of hospitality, to be made to feel welcome by an 
explicit act of address works to reveal what is implicit: that those who are already given a 
place are the ones who are welcoming rather than welcomed, the ones who are in the 
structural position of hosts. Whiteness is produced as host, as that which is already in 
place at home… People of color are welcomed on the condition that they return that 
hospitality by integrating into a common organizational culture, or by “being” diverse, 
and allowing institutions to celebrate their diversity (Ahmed, 2012, p. 43). 
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If diverse others are commodified in such a way that their presence in public health 
training programs is valued for its marketing or aesthetic potential (Ahmed, 2012), rather than  
leveraging the ability of members of differing positions and viewpoints to enrich health 
professions (Martin, Heron, Moreno-Walton, & Jones, 2015; Parker, Stack, & Schneider, 2016), 
then the result is a tokenization of “diverse” public health professionals and perpetuation of 
inequitable health practices (Bearman & Ajjawi, 2013; Meehan & Glover, 2007). As Ahmed 
summarizes, “Diversity is [then] a way of not addressing institutional cultures (Ahmed, 2012, p. 
72).” However, the extent to which these assertions play out specifically in schools of public 
health have not been tested empirically to date. Additionally, simply recognizing or naming the 
existence of institutional racism has been insufficient to change an academic institution’s 
embedded racist teachings or practices (Ladson-Billings, 2013). Instead, these “confessions” of 
institutional racism can instead serve to blame the immutable institutional culture for racist 
practices and thus free individual academicians, administrators, or instructors from the burden of 
actively combating racism within academic training (Ahmed, 2012; Came & Griffith, 2016; Ford 
& Airhihenbuwa, 2010b; Yonas et al., 2006). Rather, admitting to the presence of institutional 
racism necessitates a further exploration of the structural components of the apparatus that 
maintains racism at the institutional level and then working to systematically dismantle them. 
Empirical studies of curricular interventions to combat institutional racism in health professional 
education have largely been limited to individual-level interventions to reduce bias (Boscardin, 
2015), but formative education and organizational studies have suggested that it is necessary to 
also intervene on faculty and administrators that develop and deliver curricula as well. Social and 
political critiques of affirmative action measures have made it more difficult for higher education 
leaders to advocate for diversity and inclusion efforts (Aguirre & Martinez, 2002). Moreover, 
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behavioral and social pressure from colleagues to adhere to individual-level reflection over 
making structural changes in higher education can discourage faculty from advocating for more 
radical changes (Barbosa & Cabral-Cardoso, 2007). Because of these challenges, education 
researchers advocate for a critical pedagogy toward teaching about cultural diversity – one that 
explicitly names Whiteness and unearned privilege (Solomon, Portelli, Daniel, & Campbell, 





CHAPTER 3: THEORETICAL FRAMEWORK 
In considering the intersection of structural racism, education, and public health practice, 
it is necessary to consider theoretical frameworks that have provided ways of thinking about 
power, historical racial oppression in the United States, and control over what is considered valid 
knowledge. For this, I turned to critical race theory (CRT). CRT has had a significant influence 
on scholarship, including public health scholarship, on race and racism since the 1980s (Ford & 
Airhihenbuwa, 2010b). For this study, I focused on two of the distinguishing characteristics of 
CRT – racialization and knowledge production. First, racial relations in the United States are 
continually being socially constructed to maintain White supremacy in the racial hierarchical 
order (Ladson-Billings, 2013). The process by which individuals living in the US learn to 
function within the nation’s racial hierarchy is known as racialization (Williams & Mohammed, 
2013). Second, one of the primary mechanisms by which structural racism functions is by 
controlling access to knowledge or education (Cammarota, 2004) as well as who is authorized to 
generate new knowledges (Collins, 1998). Using this as the framework for approaching 
curricular changes in professional education, racist practices are encoded into training in such a 
way that they structural what Kimberlé Crenshaw refers to as the “doctrinal bounds” practice 
(Crenshaw, 1988). That is to say, one of the functions of structural racism is to regulate what is 
considered core knowledge in health professional disciplines.  
As such, anti-racist approaches that challenge institutional racism must by definition 
expand teachings to include scholars of color and other marginalized populations as well as 
interrogate the historical oppression that necessitates their introduction into professional training. 
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Ford and Aihihenbuwa refer to this approach to public health practice as “centering the margins,” 
or privileging the voices of historically marginalized groups over those of dominant groups (Ford 
& Airhihenbuwa, 2010a). This includes how public health trainees are socialized to see their 
positions as professionals relative to communities that are priority populations in public health 
practice. 
As health trainees are socialized into their profession, they also learn what the 
expectations are for their professional conduct in relation to vulnerable populations (Bearman & 
Ajjawi, 2013). This includes a socioeconomic class dimension to professional training whereby 
interrelated class and racial systems of inequality may work in concert to perpetuate health 
inequities (López, 2016). Given that public health as a field positions itself to provide services to 
socially vulnerable populations (Cuff, 2015; Dovidio et al., 2008; Frohlich & Potvin, 2008), it 
necessary to also consider how health professional education shapes trainees’ perceptions of 
disadvantaged populations (Chepp, 2017). Instructors and professional mentors may be another 
way by which structural racism is either reified or challenged (Vaught & Castagno, 2008). 
Measuring how these complex individual, interpersonal, and professional mechanisms in 
public health training come together to shape the actions of public health practitioners is one that 
is difficult to parse. For this study, I propose using three major conceptualizations of intergroup 
relationships in a professional context – social dominance theory, paternalism in a workplace 
context, and motivations to suppress prejudice. I examined the prevalence of these concepts 
among master’s students in Aim 1. Additionally, I explored the extent to which these theoretical 
concepts are present at the institutional level in Aim 2. 
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Social dominance orientation 
To explore how intergroup dynamics might influence how public health professionals 
might, either intentionally or unintentionally, provide inequitable services, I find social 
dominance theory to be particularly useful. Social dominance orientation (SDO) theory seeks to 
explain how social hierarchies are formed, maintained, and drive individual behaviors (Pratto, 
Sidanius, & Levin, 2006). SDO has been previously used to conceptualize underlying causes of 
racial/ethnic health disparities in published literature, with more recent work suggesting that 
SDO might be useful in predicting health students’ receptiveness to anti-bias training (Meadows 
et al., 2017). Therefore, SDO may have particular utility in understanding the dispositional 
characteristics of health students as a means of developing maximally effective anti-racist 
education and professional training. As SDO posits, human societies are organized as systems 
that create and perpetuate prejudice (Pratto et al., 2000). One of the structures along which social 
hierarchy is assigned is what Pratto et al. (2006) refer to as arbitrary-set system dominance, 
namely racial/ethnic category or class in the case of US society. This system of dominance is 
girded on a series of legitimizing myths that justify the oppression of subordinated groups 
(people of color in the case of racial/ethnic arbitrary-set system dominance). For example, 
hierarchy-enhancing myths include beliefs that health consumers of color are inherently less 
compliant with medical recommendations, more likely to be undocumented or uninsured, or less 
capable of comprehending complex medical information (Burke, Joseph, Pasick, & Barker, 
2009; Guendelman & Wagner, 2000; Zsembik & Fennell, 2005). These normalized beliefs and 
attitudes about people of color can be used as justification for withholding pertinent health 
education, refraining from making referrals to medical specialists, or prescribing outdated but 
cheaper treatments for ongoing conditions. As stated by Sidanius and Pratto (Sidanius & Pratto, 
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1999), one of the mechanisms by which dominant groups maintains its hierarchical status is by 
controlling dominant ideologies and policing the boundaries of legitimated knowledge. By 
definition, academic training in public health is the transfer of ideologies and legitimated 
knowledge bases to emerging public health professionals.  
While SDO references the dialectical nature of power inherent in social dominance, it 
only provides broad strokes around how that power is transacted in daily life. In theorizing the 
role of power as a fundamental determinant of health, I draw heavily from Foucault’s 
conceptualizations of an apparatus of power and domination (Foucault, 1980b). Foucault (1980) 
argued that the apparatus is a system of relations and therefore power should be analyzed not in 
terms of “a power” (noun) but rather power relationships between entities. The main function of 
the apparatus is the control and subjugation of those who it deems deviant for the benefit of those 
in power (by virtue of being the dominant majority). Power relationships therefore begin as 
centralized, deliberate, and highly visible as the result of a direct and strategic objective but then 
are diffused into various social structures and become far less visible. Heterogeneous ways of 
maintaining inequitable power structures ingrained into a social environment normalize 
inequalities and thus serve to reify their existence with each subsequent generation.  
Little research has been conducted on the extent to which hierarchy-enhancing myths 
may be transferred as part of public health training or, conversely, regarding the presence of 
hierarchy-attenuating myths as a mechanism for achieving health equity through public health 
training. As such, this study intends to both understand the prevalence of social dominance 
orientation among public health students as well as the composition of MPH core curriculum at 
UNC that may either contribute to sustaining social inequities or work to dismantle them. 
Ultimately, I posit that targeting social dominance orientation through the academic training of 
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emerging public health professionals may begin to challenge previously held legitimizing myths 
about subordinated populations of color, introduce hierarchy-enhancing myths, and reduce the 
likelihood that they will provide inequitable health services to consumers of color.  
Paternalism in a workplace context 
 Paternalism, a practice or practices whereby people in positions of authority (in this case, 
public health professionals) restrict choices of those in subordinate positions (consumers of 
public health services) relative to them, has been a concern in public health ethics for more than 
a decade (Buchanan, 2008). As Buchanan notes, paternalism is grounded in the person in 
authority’s belief that they know what is right more so than the person in a subordinate position 
to them and are therefore justified in restricting certain freedoms of that person. Like social 
dominance, paternalism is grounded in the beliefs of dominant groups that they are more capable 
of defining and structuring social norms/rules than subordinated groups. Ultimately, they both 
center on how dominant groups view themselves and how they view subordinated groups. in the 
case of public health professionals, paternalism is more often directed toward consumers of 
public health services.  
Much public health ethics discussion has been centered on whether or not paternalism is a 
positive or negative attribute of public health professionals (Loewenstein & Volpp, 2007; 
Wilson, 2011). This study was not designed to make an argument either for or against 
paternalism in a public health context from a cultural values standpoint. Rather, I used the 
transnational and multicultural framework develop by Aycan (2006) to view paternalism in a 
workplace context as a technique viewed more positively by more collectivist cultures and more 
negatively by more individualistic individualist cultures  (Aycan, Schyns, Sun, Felfe, & Saher, 
2013), but nonetheless a technique employed in many workplace settings. While most of the 
 
19 
work by Aycan et al. has been focused on paternalism as the relationship(s) between employer 
and employee, I operationalized paternalism in a workplace context for this study as the 
relationship(s) between public health professional and public health service recipient, or 
consumer. Both look at a hierarchical relationship where the person in the dominant role 
presumes to have more knowledge and authority than the person in the subservient role.  
It is in this hierarchical relationship where we see the most theoretical connections 
between social dominance and paternalism – they are both in effect aiming to understand how 
individuals view their relationship with members of subservient groups. However, individual 
perceptions of interpersonal relationships do not exist in a vacuum. Rather, they are part of a 
reciprocal relationship between individual perceptions, interpersonal experiences, and social 
norms. Additionally, it is these social norms and interpersonal experiences that can shape the 
extent to which an individual with a negative perception of those in subservient positions to them 
will enact those beliefs. Professional training is one mechanism by which emerging public health 
professionals learn how they are supposed to act toward public health consumers. A public 
health student enters into academic training with already formed (whether consciously or 
subconsciously) about other groups, but learns through public health training which behaviors 
are professionally sanctioned or expected and which are not. As such, it is insufficient to 
consider only explicit statements about social hierarchy or even watch overt acts as individuals 
interact with people in subservient positions as a means of understanding the nature of their 
perceptions regarding other groups, as social norms may mask underlying group prejudices 
among emerging public health professionals. For this, I also considered motivations to suppress 
prejudiced reactions.  
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Motivations to suppress prejudiced reactions 
Both social dominance and paternalism theorize the origins of intentional or explicit 
biases. However, studies have shown the overt acts of racism have become less socially 
acceptable over time (Bradby, 2012; Dovidio & Fiske, 2012; Guess, 2006). Racism and health 
research in recent years has instead focused on subtle, and often unintentional, forms of racism 
(Cooley, Payne, & Phillips, 2014; Wing Sue et al., 2007). This form of subconscious prejudicial 
thinking, often referred to as implicit bias (Devine et al., 2002), is more difficult to name and 
therefore more difficult to intervene upon. We can see this challenge is in the scant number of 
interventions in published literature that look to intervene upon and reduce implicit biases (Hall 
et al., 2015).  
One area that shows promise as a staging ground for interventions aimed at reducing both 
implicit and explicit bias is through academic training of health professionals (Boscardin, 2015; 
Chapman et al., 2017). In developing an intervention to combat racial bias, including curricular 
interventions, researchers have long called for more attention to be paid to understanding how 
motivations to suppress prejudiced responses moderate self-regulation of racial bias (the ultimate 
goal of anti-racist training) (Devine et al., 2002; Staats, 2014). Studies have shown that 
individuals that report primarily external reasons for suppressing prejudiced responses (i.e., 
pressure to conform with social norms that value unbiased racial attitudes) maintain highly 
prejudiced beliefs that can be seen in high-stress situations (Devine et al., 2002). Even among 
those that have a mix of internal and external or even primarily internal motivations to suppress 
prejudice, high stress situations (such as those often encountered in public health practice) can 
trigger prejudicial responses (Devine et al., 2002). When these biased responses are recognized 
by individuals with high internal motivations for suppressing prejudiced responses, the reaction 
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is often a self-regulating guilt at having violated their own values (Devine et al., 2002; 
Kunstman, Plant, Zielaskowski, & LaCosse, 2013). However, it is unclear as to the extent to 
which either external or internal motivations to suppress prejudiced responses may contribute to 
microaggressions that contribute to poor-quality health service provision and perpetuate poor 
engagement between public health and historically marginalized groups.  
 Given this conceptualization of social hierarchies, particularly in the context of public 
health service provision that involves an interplay of both individual and interpersonal 
influences, professional training can have a major influence on how individuals conceptualize 
both in-group and out-group social positions. I, therefore, proposed the following conceptual 
model to guide the present study as shown in Figure 1 below. Aim 1 examined how current 
master’s level public health students conceptualize intergroup dynamics at the individual and 
interpersonal levels. Aim 2 investigated how interpersonal and curricular priorities are negotiated 
during a point in time where the master’s curriculum is undergoing a major redesign that seeks to 
make issues of inclusion and racial bias intentional parts of professional training for emerging 
public health practitioners. 
Conceptual Model 
This study built on the strong empirical foundations of social dominance orientation, 
paternalism, and motivation to control prejudice literature to explore how each of these factors 
may relate to one another. Given the deeply relational nature of most applied public health 
practice, I applied the Glass and McAtee framework of nested hierarchies of influence on 
behavior (Glass & McAtee, 2006). Specifically, I focused on three levels of influence of health 
professional training – individual, interpersonal, and professional.  
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At the individual level, I placed the concept of investment in one’s own racial and 
professional group as a predictor of health trainees’ approaches to professional practice. 
Contributing factors to this include social dominance orientation (i.e., where individuals see their 
group falling in the social hierarchy) and paternalism loyalty expectations (i.e., how individuals 
feel public health constituents should treat members of their professional and racial group). 
At the interpersonal level of influence, I placed public health professional students’ 
investment in other groups, specifically how they view members of other racial groups and 
recipients of public health services. Contributing factors included: individual internal 
motivations to respond to other racial groups without prejudice, paternalistic expectations about 
the level of involvement in the lives of community members receiving public health services, 
and social dominance non-egalitarian orientation. 
At what Glass and McAtee refer to as the mezzo level of influence (e.g., schools and 
communities), I placed health professional training and norms that are embedded in public health 
academic training. At this level, I posited that a) professional socialization contribute to external 
motivations to suppress prejudiced responses and b) paternalistic expectations of family 
environment in the workplace contribute to public health trainees’ investment in other groups. 
For these and other normative factors as part of professional training, components of education 
and training may moderate the relationship between investment in other groups and public health 
professional practices. Specifically, anti-racist training as a normative part of professional 
development can lead to more equitable health professional practices at a population level. 
 
 










Investment in own group 











Public health professional  


























CHAPTER 4: SIGNIFICANCE 
This study is among the first to explore the role of professional training in helping to 
shape how emerging public health professionals consider issues of bias and prejudice in their 
regular professional activities. In doing so, I sought to identify points of intervention in public 
health training that may decrease the prevalence of biased health service delivery and thereby 
decrease health disparities caused by prejudice and bias in health systems.  
Despite a sustained commitment by HHS, CDC, and NIH to reduce disparities in health, 
racial differences in the quality of health services provided persist (Hall et al., 2015; Rudman, 
2004). Key to eliminating this unequal distribution of disease burden is understanding the 
determinants of health disparities. One potential non-biological mechanism by which health 
disparities persist is via inequality in health service provision whereby members of marginalized 
groups receive lower quality health care and poorer health services. The biases of health 
professionals have been shown to lead to poorer communication between clinicians and patients 
(Cooper et al., 2012), decreased referral to specialty services (Blair, Steiner, & Havranek, 2011), 
and less engaged case management throughout the spectrum of health and human services 
(Jones, 2002; van Ryn & Fu, 2003). However, the majority of research on bias in health services 
delivery to date has focused on clinicians rather than public health and social service 
professionals, who arguably have greater contact with marginalized populations, such as those of 
low socioeconomic position or communities of color, than clinicians who typically see those 
with relatively more economic resources (namely health insurance coverage). Additionally, 




overt acts of racial prejudice or discrimination (Blair et al., 2011; Dovidio et al., 2008; Rudman, 
2004); less attention has been paid to how implicit racial biases might affect professional 
decision-making (Hall et al., 2015), or the extent to which institutional racism may impact the 
quality of public health services (Gee & Ford, 2011; Wing Sue et al., 2007). Moreover, the 
extent to which public health professionals’ perceptions of social hierarchies influence the 
delivery of public health services have been generally ignored in extant literature. Finally, health 
research on the impact of racial bias and prejudice conducted to date has focused almost 
exclusively on the experiences of people of color (Wong, Derthick, David, Saw, & Okazaki, 
2014), creating only a partial picture of how the network of social and race relations are 
constructed in either public health or larger health systems. 
Social dominance orientation (SDO) as a justification for the persistent of social 
inequities may contribute to the persistence of health disparities by normalizing existing social 
hierarchies (Pratto et al., 2000) and using hierarchy-sustaining myths to build public health 
interventions. With the exception of one article published in 2000 by Pratto & Shih, potential 
links between SDO and implicit and explicit bias have been almost entirely ignored. Pratto & 
Shih (2000) found that respondents with high SDO scores were more likely to show prejudice 
against other arbitrarily-set (i.e., racial) groups, suggesting a possible underlying relationship 
between SDO and implicit bias. However, the two experiments reported in this article were 
conducted on an unspecified population and have not been replicated or extended in other 
published literature to date. Moreover, neither this article nor any other published literature 
reviewed have expressly considered the role of professional training in perpetuating biases that 
contribute to the inequitable delivery of public health services. Previous studies have pointed to a 




Barden, Brewer, & Petty, 2005). Less is known about how paternalism interacts with SDO or 
motivations to control prejudice with no study published to date having explored how these 
constructs might interact with each other. This study sought to fill this gap by looking at social 
dominance orientation, paternalism, and motivations to suppress prejudice simultaneously as 
possible factors or underlying latent variables. Moreover, previous research into each of these 
dimensions of prejudice and bias have not sought to investigate the potential connection between 
these individual and interpersonal factors and professional training as a potential contributor to 
the persistence of health disparities. Thus, I conducted a mixed methods study of public health 
students to answer the overall research question: How are racial bias and prejudice manifested 






CHAPTER 5: STUDY DESIGN 
Aim 1: Examine the relationship between social dominance orientation, motivations to 
control prejudice, and paternalism among master’s level public health students.  
Aim 1 sought to answer the research question: To what extent are these constructs related to one 
another via common factors? This study aim used factor analysis to further our understanding of 
the nature of racial bias and prejudice at the individual and interpersonal levels, including 
potentially identifying new latent variables that could better capture a multidimensional way of 
measuring bias and prejudice. 
This aim was intended to better understand how factors at the individual and 
interpersonal levels might contribute to how public health students engage with professional 
training or the extent to which these factors might contribute to prejudice and bias within public 
health practice. The SDO-7 scale (Ho et al., 2015) was used to measure social dominance 
orientation. To measure motivations to control prejudiced responses, I used the motivation to 
control prejudiced reactions (MCPR) instrument originally developed by Plant and Devine 
(1998). To measure paternalism, I used a paternalism in workplace settings scale (Aycan, 2006).  
Quantitative Data Collection 
For the student survey in Aim 1, I recruited a convenience sample of participants enrolled 
in a master’s program at UNC Gillings. Given that master’s-level public health professionals 
make up a far greater proportion of the public health workforce than doctoral-level professionals, 
participants enrolled in a BSPH, PhD, or DrPH program were excluded from participation. 




survey. See Table 1 for a summary of measures used. Basic demographic information (e.g., age, 
gender, department) was also collected. Quantitative surveys were administered using Qualtrics. 
Prior to completing the survey questionnaire, participants were asked to confirm their eligibility 
as well as attest to their willingness to participate voluntarily. Upon doing so, they completed a 
10-minute questionnaire that consisted of the instruments described in Table 1. No personal 
identifiers were collected in the survey.  
Survey Sample 
Drawing from a sampling frame of approximately 700 current master’s students at UNC 
Gillings, I recruited a convenience sample of participants via email and paper flyers throughout 
the public health school. In previous studies, the three scales under study were administered on 
Likert scales from four- to seven-points. For consistency, all scales were administered in this 
study on a seven-point Likert scale.  
The original recruitment goal was 250 participants. Given that this study involved factor 
analysis, this number was determined assuming a minimum factor loading value of 0.30 as the 
smallest meaningful relationship between a factor and a variable (Hogarty, Hines, Kromrey, 
Ferron, & Mumforf, 2005) and a moderate level of communalities. Using a conservative 20:1 
observation-to-variable ratio (Hogarty et al., 2005), the minimum required sample would be 140. 
Assuming a 20% non-completion rate, this would increase the sample size to approximately 190 
participants. A total of 148 surveys were collected.  
Quantitative Measures 
 Three previously validated and factor analyzed scales were studied in Aim 1: 




paternalism in a workplace context. The constructs previously identified are summarized in Table 





Table 1: Measures in survey to be administered for Aim 1 







A preference for group-based 
dominance hierarchies in which 
dominant groups actively oppress 
subordinate groups SDO-7 
(16 items) 
An ideal society requires some 
groups to be on top and others to 
be on the bottom. 
0.80 





Opposition to equality between groups, 
as supported by an interrelated network 
of subtle hierarchy-enhancing beliefs 
and social policies 










I am personally motivated by my 
beliefs to nonprejudiced toward 








Motivation to control prejudice because 
of concerns about how it might appear to 
others 
Because of today's politically 
correct standards, I try to appear 









To me, an ideal public health 
professional expects loyalty and 
deference in exchange for his or 







Principles or system of governing or 
controlling a group of people in a 
manner suggesting a father’s 
relationship with his children. 
To me, an ideal public health 
professional provides advice to 
community members with whom 






Getting involved in the non-work-
related lives of subordinates 
To me, an ideal public health 
professional attends special events 
of community members with 









Quantitative Data Analysis 
The goal of survey data collection was to identify underlying relationships between social 
dominance orientation, motivations to suppress prejudice, and paternalism. I originally posited 
that these scales are all related to two distinct factors: investment of one’s own group and 
investment in other groups. This hypothesis was predicated on the assumption that factor 
analyses of each scale would confirm the factor structure reported in previous studies of the 
scales with other populations. Ultimately, however, I was unable to move past the confirmatory 
factor analysis phase. Results of the three factor analyses are presented. The originally proposed 
structural equation model is available in Appendix III. 
Confirmatory factor analyses to re-validate scales 
Once survey data collection was completed, I conducted a series of confirmatory factor 
analyses on each of the individual scales in the survey instrument to confirm the factor structures 
in this population, in accordance with published literature of studies conducted in other 
populations. The presumed factor structures for each scale are shown below in Figures 2-4.   
Testing the hypothesized structural equation model 
Assuming the CFAs of individual scales replicated the factor loadings previously 
published in extant literature, I planned to then move on to estimating the full SEM indicated in 
Figure 5. This figure assumes correlations between factors on the same scale (where published 
literature supports these correlations) and two second-order factors as the common causes 
between all seven first order factors in the three scales under study. In evaluating the presence of 
two higher-order factors, I decided a priori to use modification indices to assess alternative 




including 95% confidence interval, and chi-square, including p-value, to assess and report model 




























































































































Any study of structural racism in public health training would be incomplete if it only 
investigated individual-level factors that may contribute to biased professional practices. As 
such, I also explored how structural racism may be manifested and addressed at the school level 
through curricular redesign at the master’s level using an institutional ethnography approach in 
Aim 2.  
 
Aim 2: Explore how changes to the master’s level core curriculum reveal and challenge 
structural racism as part of public health training.  
This aim combined participant-observations and in-depth interviews to elucidate how faculty and 
administrators make decisions about anti-racist and equity-oriented training in the revised 
curriculum. Aim 2 sought to answer the following research questions:  
• How does UNC Gillings make decisions about what is included in their redesigned 
master’s curriculum (given the requirements for accreditation set by CEPH)?  
• To what extent are social dominance, paternalism, and motivations to suppress prejudice 
present in the redesign process? 
• How does the redesigned curriculum convey the school’s orientation toward structural 
racism and equity?  
• To what extent does the curriculum redesign align with students’ social dominance 
orientation, paternalism, and motivations to suppress prejudice? 
 
Institutional ethnography is an epistemological positioning and methodological approach 
that privileges the lived experiences of a specific group of people (D. E. Smith, 2006). As 
Dorothy Smith states in her seminal work, “the idea is to reorganize sociology as a knowledge of 
society so that inquiry begins where people are and proceeds from there to discoveries that bring 
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local activities into coordination with those of others (D. E. Smith, 2006, p. 3).” My primary 
concern with Aim 2 was how decisions were structured in curricular development to form the 
basis of what is considered objective knowledge by future Gillings MPH trainees. This 
methodological approach emphasizes how relations, i.e., professional norms and interpersonal 
power dynamics, work to accomplish processes that create the social norms in the institution. As 
such, using this method allowed me to collect and analyze what Smith refers to as “ruling 
relations.” Ruling relations consist of power relationships that prioritize the inputs and opinions 
of some members of the group over others, discourses that shape social norms in the institution, 
and how management of the group under study shapes its operations (Devault, 2006). As such, 
using this methodology allowed me to analyze how social processes at the institutional level 
have a generalizing effect on how students are trained as public health professionals. In keeping 
with methods of institutional ethnography, I combined direct observations, directed interviews, 
and textual analyses to draw conclusions about institutional processes that drive this curricular 
redesign.  
I conducted participant-observation as a student member of the MPH Core 
Implementation Committee, MPH Core Development Team, the Diversity and Inclusion 
Working Group, and any other student-centered meetings at UNC Gillings about diversity and 
inclusion or the master’s level curriculum redesign. Participant observations occurred May 2017 
– September 2017, where I took detailed ethnographic field notes as part of my participant-
observation. Additionally, I conducted in-depth interviews with seven key stakeholders within 
UNC Gillings between May 2018 and July 2018 to gain further insight into the development 
process. Interviews were tailored to each participant’s position within the institution as it related 
to the curriculum redesign. I also used participant interviews as a means of member-checking 
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emergent findings throughout the ethnographic process. Individual questions and probes differed 
across interviews, but consistently included questions about the participant’s role within the 
public health school in crafting the new curriculum, how they saw the process developing, and 
conversations they had with students or other faculty and staff about how priorities are set 
regarding diversity and inclusion issues in the master’s curriculum. During the ethnographic 
process, I requested additional interviews with two participants to clarify information or fill gaps 
in my understanding of the institutional process. Interviews were audio recorded if the 
participant consented to recording. When the participant declined audio recording, I relied on 
detailed interview notes as data. I transcribed audio recordings as applicable.  
Qualitative Data Collection 
Participant-observation 
I gained access to UNC Gillings meetings by either indicating my intention to attend 
open meetings or meeting with the convening faculty/staff of the meeting to discuss the present 
study and my reasons for wanting to conduct participant-observation at this meeting. For 
standing meetings, access was negotiated once, at the beginning of my participation. For ad-hoc 
or incidental meetings, I negotiated access on a meeting-by-meeting basis. In accordance with 
institutional ethnography methods outlined by Smith (2006), I began data collection with an 
extended field note that addressed: (a) my reasons for conducting the study, including what I saw 
as my position within the institution, (b) what I saw as my position as a researcher and 
participant in the study, and (c) how I viewed structural racism and public health equity at the 
onset of the study.  I used the participant-observation guide (See APPENDIX IV: 
PARTICIPANT-OBSERVATION GUIDE) to shape my field note documentation of the events 
in line with the epistemological positioning of institutional ethnography that privileges 
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relationships and interactions between members of the group as key components to knowledge 
formation. Namely, the participant-observation guide is intended to capture basic information 
about the situation under observation (e.g., the physical location, number and demographic 
composition of attendees), an intentional reflection of how I as the researcher (and thus primary 
instrument for this data collection) contribute to shaping the interaction, and ruling relations 
specific to racial bias and inclusion in the master’s curriculum. In addition to field notes 
generated from specific participant-observation events, I also made field notes about my own 
reflections or emerging analyses throughout the data collection process, so as to document how 
the lens through which I collected data evolved throughout the process. These data in turn were 
used to identify potential interview participants, namely key informants that would be able to 
provide more information about how diversity and inclusion efforts are conducted at UNC 
Gillings. 
In-depth interviews 
Using data from the participant observations described above, I identified and approached 
potential interview participants about participating in in-depth interviews. I recruited up to ten 
interview participants in person, based on emergent findings from participant observations. The 
actual number of participants required to reach saturation could not be determined a priori, but 
using an estimate of up to ten participants allowed me to plan to interview up to half of the 
faculty and staff involved with the development of the new MPH Core whose insights might not 
otherwise be captured through participant observation. This was based on my estimation that 
about 20 faculty and staff members were involved in the administrative decision-making process 
at the school, though I later discovered that almost 40 faculty and staff were involved in the 
process. In this way, I followed institutional ethnography methods, where “each interview 
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provides an opportunity for the researcher to learn about a particular piece of the extended 
relational chain (Smith, 2006, page 23).” Potential interview participants were selected based on 
their ability to provide additional insight into relationships that affect how decisions are made 
about diversity and inclusion or curricular content at UNC Gillings. As such, interviews were not 
consistent across participants, but included questions about the participant’s role within the 
public health school under study in crafting the new curriculum, their perceptions of the 
development process, and conversations they’d had with students or other faculty and staff about 
how priorities are set regarding diversity and inclusion issues in the master’s curriculum. I 
conducted additional interviews as needed to clarify responses, ask additional questions, or 
review emergent findings.  
 Once participants agreed to be interviewed, the participant and I selected a mutually 
convenient time and location to meet for a 60-90-minute unstructured interview. Prior to 
conducting the interview, we engaged in the informed consent discussion and completed the 
informed consent document with the participant. For participants who consented to do so, I audio 
recorded the interview. For participants who declined audio recording, I relied on detailed 
interview notes and a field note summary of the interaction to serve as the primary documents for 
that interview. Interviews that were audio recorded were transcribed verbatim. Verbatim 
transcriptions and my own interview notes of the interaction served as the primary documents for 
in-depth interviews.  
Qualitative Data Analysis 
Ethnographic field notes, interview transcripts, and interview notes were all imported into 
Atlas.ti 7. Institutional ethnography analyses are intentionally flexible, meant to be responsive to 
the research question at hand as well as the unique institution under study (D. E. Smith, 2006). 
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Using methods developed by Dorothy Smith, I began by reviewing my fieldnotes of participant 
observations that sought to understand how governing relations (i.e., those between faculty and 
staff and students) had set the priorities and governed decisions about how inclusion and racial 
bias would be addressed in the MPH core curriculum. This inherently also involved 
consideration of how these issues affect the school at large, but the primary focus was MPH 
training. I used the fieldnotes from participant-observations to understand how processes are 
structured, the nature of power dynamics at play, and push and pull factors that impact how UNC 
Gillings conceptualized, operationalized, and addressed issues of inclusion and racial bias as part 
of public health training. 
Using the participant-observation preliminary analysis methods outlined by Spradley 
(1980), I created a matrix that organized data along nine domains: space, object, act, activity, 
event, time, actor, goal, and feeling. I began to ask questions such as “What are all the ways 
physical space is organized by participant(s)?”, “How do objects change over time?”, and “How 
do activities of developing the curriculum involve developers’ feelings?” to pull together 
common occurrences between notes. This initial analysis prior to beginning in-depth interviews 
with key informants guided the kinds of questions I asked interview participants. Specifically, 
the in-depth interviews were used to collect further data on power relations and processes of 
administration that were not necessarily salient in structured meetings, but had direct 
implications for the structuring of diversity and inclusion (including addressing racial bias) 
efforts at UNC Gillings.  
From there, I began reviewing and memoing the first few interviews. I read through 
transcripts of the interviews and made notes about questions that came up, initial thoughts about 
the data, and created preliminary or open codes of concepts as they arose. This was done 
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iteratively throughout the data collection period to guide additional interviews. Additionally, I 
continued memoing throughout the analysis phase. From the participant-observation matrix and 
initial open coding, I generated narratives from the perspective of interviewees to get a sense of 
how they saw the development process. I then compared narratives to the participant-observation 
matrix to construct a more comprehensive and nuanced understanding of the process. Following 
this, I went through the data again to identify structural factors that contributed to the 
development of observed social observations. These social relations and structural observations 
comprise the findings presented for Aim 1. 
Results for this dissertation study are presented in paper format, with one paper presented 
per aim. In paper format, I include a brief summary of background and theory informing each 
aim as well as a summary of the methods used in each aim described in detail above. Following 
the results in paper format, I summarize with an overall discussion of the dissertation in the form 




CHAPTER 6: RESULTS 
Aim 1: Exploring Master of Public Health (MPH) students’ perceptions of work with 
communities of color 
Introduction 
As noted by the Sullivan Commission, the more visible racial barriers of the US health 
care system were largely eradicated during the Civil Rights Era, namely overt acts of race-based 
discrimination (Sullivan et al., 2004b). While individual acts of race-based discrimination have 
carried an increasing social burden to perpetuating individuals (Devine et al., 2002), 
discriminatory practices against members of marginalized groups, namely people of color, are 
still observed in health settings with alarming regularity (Geronimus et al., 2006; Monk, 2015; 
Williams & Mohammed, 2009). One contributing factor to inequities in health may be structures 
that allow the perpetuation of discrimination against people of color, namely institutional racism. 
Institutional racism has been defined as a process of oppression, unconscious or not; functioning 
as “a system of structuring opportunity and assigning value based on race phenotype, that 
unfairly disadvantages some, unfairly advantages others, and undermines the potential of the 
whole society (Jones, 2002, p. 10).” In short, race-specific health inequities are rooted in social 
norms and institutional policies that provide differential benefits to Whites as compared to 
people of color (Gee & Chen, 2007; Jones, 2000; Paradies et al., 2015). In response to persistent 
health disparities, continued experiences of discrimination in health settings by people of color, 
and cultural competency trainings with limited efficacy, public health researchers have in the last 
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20 years begun to call for a more structural approach to professional training in health inequities 
(Ford & Airhihenbuwa, 2010a). 
Most research on antiracist training is aimed at practicing health professionals, who may 
already have well-developed inequitable professional practices (Hall et al., 2015). Training may 
be one mechanism for preventing, rather than remedying, the development of inequitable health 
professional practices. However, far less attention has been paid to the beliefs or developing 
practices of health trainees (Chapman et al., 2017). Moreover, we found no studies to date that 
have explored how public health trainees specifically perceive their role as professionals tasked 
with working toward the health of historically marginalized populations or of the populations 
they serve. As such, we sought to seek a better understanding of how students in a Master of 
Public Health (MPH) program view their role as professionals in relation to working with 
communities of color. We were specifically interested in looking at three well-studied theories of 
social and professional relations: social dominance orientation, paternalism in a workplace 
context, and motivations to suppress prejudiced responses. In addition to assessing the 
appropriateness of using these scales in a sample of MPH students, we sought to test the 
hypothesis that factors from all three of these scales are related to one another by two second-
order factors: investment in one’s own group and investment in other groups. 
Theoretical framework 
Social dominance orientation 
To explore how intergroup dynamics (between a predominantly White public health 
workforce and communities of color they serve) might influence how public health professionals 
might, either intentionally or unintentionally, provide inequitable services, we find social 
dominance theory to be particularly useful. Social dominance orientation (SDO) seeks to explain 
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how social hierarchies are formed, maintained, and drive individual behaviors (Pratto et al., 
2006). SDO has been previously used to conceptualize underlying causes of racial/ethnic health 
disparities reported in published literature, with more recent work suggesting that SDO might be 
useful in predicting health students’ receptiveness to anti-bias training (Meadows et al., 2017). 
As SDO posits, human societies are organized as systems that create and perpetuate prejudice 
(Pratto et al., 2000). One of the structures along which social hierarchy is assigned is what Pratto 
et al. (2006) refer to as arbitrary-set system dominance, namely racial/ethnic category or class in 
the case of US society. This system of dominance is girded on a series of legitimizing myths that 
justify the oppression of subordinated groups (people of color in the case of racial/ethnic 
arbitrary-set system dominance). For example, hierarchy-enhancing myths include beliefs that 
health consumers of color are inherently less compliant with medical recommendations, more 
likely to be undocumented or uninsured, or less capable of comprehending complex medical 
information (Burke et al., 2009; Guendelman & Wagner, 2000; Zsembik & Fennell, 2005). These 
normalized beliefs and attitudes about people of color can be used as justification for 
withholding pertinent health education, refraining from making referrals to medical specialists, 
or prescribing outdated but cheaper treatments for ongoing conditions. As stated by Sidanius and 
Pratto (Sidanius & Pratto, 1999), one of the mechanisms by which a dominant group maintains 
its hierarchical status is by controlling dominant ideologies and policing the boundaries of 
legitimated knowledge. By definition, academic training in public health is the transfer of 
ideologies and legitimated knowledge bases to emerging public health professionals.  
Per the originators of SDO, social dominance is the result of power imbalances between 
social groups (Sidanius & Pratto, 1999). These power imbalances in turn create social conflict 
between groups for control of social systems (Sidanius, Pratto, van Laar, & Levin, 2004). While 
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this dialectical nature of power is a component of understanding in social dominance, this theory 
only provides broad strokes around how that power is transacted in daily life. In theorizing the 
role of power as a fundamental determinant of health, I draw heavily from Foucault’s 
conceptualizations of an apparatus of power and domination (Foucault, 1980b) to build on the 
notions of power outlined in SDO literature. Foucault (1980) argued that the apparatus is a 
system of relations and therefore power should be analyzed not in terms of “a power” (an entity) 
but rather as power relationships between entities (a transaction). The main function of the 
apparatus is the control and subjugation of those who it deems deviant for the benefit of those in 
power (by virtue of being the dominant majority). Power relationships therefore begin as 
centralized, deliberate, and highly visible as the result of a direct and strategic objective but then 
are diffused into various social structures and become far less visible. Heterogeneous ways of 
maintaining inequitable power structures ingrained into a social environment normalize, and 
therefore invisibilize, inequalities and thus serve to reify their existence with each subsequent 
generation (Bonilla-Silva, 2014; Foucault, 1980a).  
Little research has been conducted on the extent to which public health professionals 
believe in hierarchy-enhancing myths. As such, this study intends to understand the prevalence 
of social dominance orientation among public health students. I posit that targeting social 
dominance orientation through the academic training of emerging public health professionals 
may begin to challenge previously held legitimizing myths about subordinated populations of 
color, introduce hierarchy-enhancing myths, and reduce the likelihood that they will provide 
inequitable health services to consumers of color.  
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Paternalism in a workplace context 
Paternalism, a practice or practices whereby people in positions of authority (in this case, 
public health professionals) restrict choices of those in subordinate positions (consumers of 
public health services) relative to them, has been a concern in public health ethics for more than 
a decade (Buchanan, 2008). As Buchanan noted, paternalism is grounded in the person in 
authority’s belief that they know what is right more so than the person in a subordinate position 
to them and are therefore justified in restricting certain freedoms of that person. Like SDO, 
paternalism is grounded in the premise that dominant groups are more capable of defining and 
structuring social norms/rules than subordinated groups. Ultimately, they both center on how 
dominant groups view themselves and how they view subordinated groups. In the case of public 
health professionals, paternalism is more often directed toward consumers of public health 
services.  
Much public health ethics discussion has centered on whether or not paternalism is a 
positive or negative attribute of public health professionals. One school of thought argues that 
paternalism within public health is desirable because it is employed to help people meet their 
own goals (Loewenstein, Brennan, & Volpp, 2007). Individuals are prone to making irrational 
decisions, and therefore acting in the best interest of populations should be a central focus of 
public health practice (Ménard, 2010). Others argue that paternalism interferes with individual 
decision-making power, creating a social moralizing that works counter to a more effective, 
open-ended conception of health (Carter, Cribb, & Allegrante, 2006). Paternalism, some argue, is 
tantamount to manipulation and coercion (Crichton, 2017), creating the kind of dependence on 
persistently drives up US healthcare costs (Aronoff & Ward, 1993). Finally, still others feel 
public health is unnecessarily preoccupied with the question of whether paternalism is beneficial 
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or harmful altogether (Wilson, 2011), and the weak paternalism that is prevalent in public health 
does not prevent individuals from acting autonomously (Buchanan, 2008). 
This study was not designed with an a priori position either for or against paternalism in a 
public health context from a cultural values standpoint. Rather, we used the transnational and 
multicultural framework developed by Aycan (2006) to view paternalism in a workplace context 
as a technique viewed more positively by more collectivist cultures and more negatively by more 
individualistic individualist cultures (Aycan et al., 2013), but nonetheless a technique employed 
in many workplace settings. While most of the work by Aycan et al. has been focused on 
paternalism as the relationship(s) between employer and employee, we operationalized 
paternalism for this study as the relationship(s) between public health professional and public 
health service recipient, or consumer. Both operationalizations consider a hierarchical 
relationship in which the person in the dominant role is presumed to have more knowledge and 
authority than the person in the subservient role.  
It is in this hierarchical relationship in which we see the most theoretical connections 
between SDO and paternalism – both theories aim to explain how individuals view their 
relationship with members of subservient groups (those in positions of less relative power, e.g., 
communities of color relative to public health professionals). However, individual perceptions of 
interpersonal relationships do not exist in a vacuum. Rather, they are part of a reciprocal 
relationship between individual perceptions, interpersonal experiences, and social norms (Pratto 
et al., 2000). Additionally, these social norms and interpersonal experiences can shape the extent 
to which an individual with a negative perception of those in subservient positions will enact 
those beliefs. Professional training is one mechanism by which emerging public health 
professionals learn how they are supposed to act toward public health consumers (Cuff, 2014; K. 
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Smith, 2010). A public health student enters into academic training with already formed views 
(whether consciously or subconsciously) about other groups, but learns through public health 
training which behaviors are professionally sanctioned or expected and which are not. As such, it 
is insufficient to consider only explicit statements about social hierarchy or even watch overt acts 
as individuals interact with people in subservient positions as a means of understanding the 
nature of their perceptions regarding other groups, as social norms may mask underlying group 
prejudices among emerging public health professionals. For this study, we therefore also 
considered motivations to suppress prejudiced actions.  
Motivations to suppress prejudice 
Both SDO and paternalism provide theories on the origins of intentional or explicit 
biases. However, studies have shown that overt acts of racism have become less socially 
acceptable over time (Bradby, 2012; Dovidio & Fiske, 2012; Guess, 2006). Racism and health 
research in recent years has instead focused on subtle, and often unintentional, forms of racism 
(Cooley et al., 2014; Wing Sue et al., 2007). This form of subconscious prejudicial thinking, 
often referred to as implicit bias (Devine et al., 2002), is more difficult to name and therefore 
more difficult to intervene upon. We can see this challenge in the scant number of interventions 
in published literature that look to intervene upon and reduce implicit biases (Hall et al., 2015). 
This also reflects a relatively recent shift from a focus on explicit forms of bias to more implicit 
ones.  
One area that shows promise as a staging ground for interventions aimed at reducing both 
implicit and explicit bias is through academic training of health professionals (Boscardin, 2015; 
Chapman et al., 2017). In developing an intervention to combat racial bias, including curricular 
interventions, researchers have long called for more attention to understanding how motivations 
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to suppress prejudiced responses moderate self-regulation of racial bias (the ultimate goal of 
anti-racist training) (Devine et al., 2002; Staats, 2014). Studies have shown that individuals who 
reported primarily external reasons for suppressing prejudiced responses (i.e., pressure to 
conform with social norms that value unbiased racial attitudes) maintained highly prejudiced 
beliefs that were observed in high-stress situations (Devine et al., 2002). Even among those that 
reported a mix of internal and external or even primarily internal motivations to suppress 
prejudice, high stress situations (such as those often encountered in public health practice) 
triggered prejudicial responses (Devine et al., 2002). When these biased responses were 
recognized by individuals with high internal motivations for suppressing prejudiced responses, 
the reaction was often self-regulating guilt at having violated their own values (Devine et al., 
2002; Kunstman et al., 2013). However, it is unclear as to the extent to which either external or 
internal motivations to suppress prejudiced responses may contribute to microaggressions that 
contribute to poor-quality health service provision and perpetuate poor engagement between 
public health and historically marginalized groups.  
Given this conceptualization of social hierarchies, particularly in the context of public 
health service provision that involves an interplay of both individual and interpersonal 
influences, professional training can have a major influence on how a predominantly-White 
public health workforce conceptualizes its social position relative to historically marginalized 
communities of color. The aim of the present study is to examine the relationship between social 
dominance orientation, motivations to control prejudice, and paternalism among master’s level 
public health students. This question was intended to better understand how factors at the 
individual and interpersonal levels might contribute to how public health students engage with 
professional training or the extent to which these factors might contribute to prejudice and bias 
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within public health practice. The study was approved by an institutional review board prior to 
data being collected. 
Hypothesized relationship between three theories 
Given the deeply relational nature of most applied public health practice, social relations 
play an important role in how public health professionals interact with communities of color they 
serve. At the individual level, investment in one’s own racial and professional group may be a 
predictor of how health trainees approach professional practice. Contributing factors to this 
include social dominance orientation (i.e., where individuals see their group falling in the social 
hierarchy) and paternalism loyalty expectations (i.e., how individuals feel public health 
constituents should treat members of their professional and racial group). At the interpersonal 
level of influence, public health professional students’ investment in other groups, specifically 
how they view members of historically marginalized racial groups and recipients of public health 
services. Contributing factors may include individual internal motivations to respond to other 
racial groups without prejudice, paternalistic expectations about the level of involvement in the 
lives of community members receiving public health services, and social dominance non-
egalitarian orientation. Additionally, professional socialization that may contribute to external 
motivations to suppress prejudiced responses and paternalistic expectations of family 
environment in the workplace may in turn contribute to public health trainees’ investment in 
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This survey study was conducted to better understand public health trainee’s perceptions 
of social dominance, motivations to suppress prejudice, and paternalism in a workplace context. 
Additionally, these concepts were chosen in order to test a potential relationship among them 
centered on investment in one’s own group and investment in other groups. Given that master’s-
level public health professionals make up four times more of the public health workforce than 
doctoral-level professionals and that most bachelor’s level professionals were not specifically 
trained in public health (Public health workforce interests and needs survey: 2017 national 
findings, 2018), participants enrolled in a BSPH, PhD, or DrPH program were excluded from 
participation. 
Participants 
Drawing from a sampling frame of approximately 600 residential master’s students at a 
southeastern U.S. school of public health during the study period, we recruited participants via 
email and paper flyers posted throughout the public health school. Prior to completing the 
questionnaire, participants confirmed their eligibility as well as their willingness to participate 
voluntarily. No personal identifiers were collected.  
Procedures 
Three scales were administered to participants: a 16-item SDO-7 to assess social 
dominance orientation, a 10-item MCPR to assess motivations to suppress prejudice, and a 10-
item PLQ to assess paternalism in a workplace context. Items for the three scales under study 
were closed-ended questions with response categories being a seven-point Likert scale 
(1=strongly disagree; 2=disagree; 3=slightly disagree; 4=neither agree nor disagree; 5=slightly 
agree; 6=agree; 7=strongly agree). See Error! Reference source not found. for a summary of t
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he scales used. These three scales were administered in a single survey instrument. Basic 
demographic information (gender identity, race/ethnicity, academic department) was also 
collected. This instrument was piloted tested among a small group of doctoral students prior to 
data collection. Cognitive interviewing was conducted with the pilot group to ensure that items 
were clear and understandable within a public health context. Data management, descriptive 
statistics, and psychometric analyses were conducted in Stata 15.1 (StataCorp, 2017). 
Confirmatory factor analyses were conducted in Mplus 7.1 (Muthen & Muthen, 2017). 
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Table 2: Measures in survey by factors reported in extant literature 







A preference for group-based dominance 
hierarchies in which dominant groups 
actively oppress subordinate groups 
SDO-7 
(16 items) 
An ideal society requires some groups 
to be on top and others to be on the 
bottom. 





Opposition to equality between groups, as 
supported by an interrelated network of 
subtle hierarchy-enhancing beliefs and social 
policies 
It's unjust to try to make groups equal. 0.80 
Internal motivation 
to control prejudice 




I am personally motivated by my 
beliefs to nonprejudiced toward people 
of color. 




to control prejudice 
Motivation to control prejudice because of 
concerns about how it might appear to others 
Because of today's politically correct 
standards, I try to appear non-
prejudiced toward people of color. 
0.78 
Paternalism – loyalty 
expectation 
Principles or system of governing or 
controlling a group of people in a manner 




To me, an ideal public health 
professional expects loyalty and 
deference in exchange for his or her 
care and nurturance. 
0.81 (Aycan et 
al., 2013) 
Paternalism – family  
environment 
Principles or system of governing or 
controlling a group of people in a manner 
suggesting a father’s relationship with his 
children. 
To me, an ideal public health 
professional provides advice to 
community members with whom they 





Principles or system of governing or 
controlling a group of people in a manner 
suggesting a father’s relationship with his 
children. 
To me, an ideal public health 
professional attends special events of 
community members with whom they 










SDO-7 has shown in studies using other samples to possess a four-factor structure: two 
substantive factors (dominance and non-egalitarianism) and two methods factors (pro-trait and 
con-trait) (Ho et al., 2015). Dominance, referred to as factor SDO-D, represents support for 
active maintenance of hierarchies in which high status groups control lower status groups, such 
as racism-driven violence. Non-egalitarianism, referred to as SDO-E, signifies more subtle 
opposition to equality between groups, such as support of policies that justify or maintain 
inequality between groups. The pro-trait factor represents items in the scale that are worded to 
signify endorsement of either SDO-D or SDO-E whereas the con-trait factor represents items on 
the scale that are worded to signify opposition to SDO-D or SDO-E. Each of the 16 items in 
SDO-7 is believed to tap into one substantive factor and one method factor. The two substantive 
factors are believed to be correlated, as are the two methods factors. See Figure 6 for the 
presumed factor structure of SDO-7. 
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MCPR has previously shown to possess a two-factor structure: internal motivations to 
respond without prejudice (IMS) and external motivations to respond without prejudice (EMS) 
(Plant & Devine, 1998). Internal motivations to respond without prejudice consist of personal 
drivers to act in nonprejudiced ways such as personal values or self-concept. External 
motivations to respond without prejudice consist of perceived social pressures, rather than 
personal motivation, that discourage prejudiced social actions. Each of the 10 items in MCPR is 
believed to tap into only one factor. The two factors have not been correlated when studied in 





































PLQ has shown in international samples to possess a three-factor structure: family 
environment, involvement in personal lives, and loyalty expectation (Aycan et al., 2013). Family 
environment refers to a form of paternalism where the actor in a position of authority (public 
health professional for this study) behaves like an elder family member or otherwise tries to 
create a family environment with actors in subservient positions (communities receiving public 
health services for this study). Involvement in personal lives refers to those in positions of 
authority getting involved in non-work aspects of those in subservient positions to them, such as 
attending weddings, funerals, etc. Loyalty expectation refers to the person in a position of 
authority expecting their work with someone in a subservient position being reciprocated with 
loyalty and deference. Each of the 10 items in PLQ is believed to tap into only one factor. See 
Figure 8 for the presumed factor structure of PLQ. 
 
61 






































All master’s students. Survey data were collected between October 2017 and May 2018. 
One hundred and forty-eight surveys were started. One hundred and twenty agreed to participate. 
Twenty-seven were excluded from participation because they were not enrolled in a master’s 
program at the SPH. One hundred and two respondents answered the first survey question, with 
86 surveys containing complete data. Respondents were from all eight academic departments of 
the school, though the demographic composition was appreciably different from publicly-
reported SPH student demographics (UNC Gillings School of Global Public Health, 2017, 2019; 
University of North Carolina at Chapel Hill Office of Institutional Research & Assessment, 
2019). While 12 percent of the school’s student body are in the health behavior department, 
students from this department represented 43 percent of the respondents. A major contributing 
factor may have been that the principal investigator was in the health behavior department, 
making word of mouth recruitment particularly effective in this department. Students from 
biostatistics, environmental sciences, and maternal and child health departments were all 
underrepresented in this study sample relative to the composition of the student body across the 
school. Sixty-five percent self-identified as White/Caucasian, which mirrors the 65 percent of 
students across the school who identify as White/Caucasian. Gender identity, collected as an 
open-text variable, consisted of 81 percent of respondents who self-identified as 
female/femme/woman. This reflects a slightly higher percentage relative to publicly-available 
statistics that show that 71 percent of students in the SPH identify as female. Of note, 3.5 percent 
of respondents identified as a gender other than female/femme/woman or male/masculine/man, a 
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gender identity not currently captured by most schools of public health. See Table 3 for a 
summary of sample demographics.
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Asian/Pacific Islander 11.63 9.21 Not reported1 
Black/African American 11.63 11.84 8.401 
Hispanic/Latinx 4.65 2.63 7.601 
White/Caucasian 65.12 69.74 65.002 
Other 6.98 6.58 Not reported1 
    
Female/femme/woman 81.40 82.89 72.223 
Male/masculine/man 11.63 11.84 27.783 
Other 3.49 2.63 Not collected3 
Chose not to respond 3.49 2.63 Not reported3 
    
Biostatistics 4.65 3.95 5.461 
Health behavior  43.02 48.68 12.291 
Environmental sciences 1.16 0 5.161 
Epidemiology 3.49 0 4.551 
Health policy & management 4.65 3.95 27.471 
Maternal & child health 22.09 0 9.561 
Nutrition 10.47 9.21 10.931 
Public health leadership 10.47 11.84 24.581 
                                                 
 
1 (UNC Gillings School of Global Public Health, 2017) 
2 (UNC Gillings School of Global Public Health, 2019) 
3 (UNC Office of Institutional Research & Assessment, 2019) 
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MPH subsample. Seventy-six of the 86 respondents with complete data indicated they 
were MPH students. The departmental composition of MPH students was significantly different 
from non-MPH students (χ2=38.85, p<0.001) in a variety of ways. There were no environmental 
science, epidemiology, or maternal and child health students in this MPH-only subsample. It is 
worth noting that the majority of master’s students in environmental sciences and epidemiology 
departments at the SPH are enrolled in non-MPH degree programs. Relative to the number of 
MPH students enrolled at the school, health policy and management and maternal and child 
health MPH students were underrepresented in this study sample. Similar to the full sample, 83 
percent of MPH respondents self-identified as female/femme/woman. There was no significant 
difference in gender identity between MPH and non-MPH students in this sample. A higher 
proportion of MPH respondents self-identified as White/Caucasian (68 percent) as compared to 
the full sample. Nine percent identified as Asian/Pacific Islander, just under 12 percent identified 
as Black/African-American, and 2.6 percent identified as Hispanic/Latinx. This represents a 
statistically significant difference in racial/ethnic composition of MPH students compared to 
non-MPH students in the sample (χ2=11.33, p=0.02). The following analyses are limited to the 
subsample of MPH students.  
Social dominance orientation (SDO-7) scale 
The vast majority of MPH respondents indicated low levels of group-based dominance. 
MPH students in this sample scored an average of 1.55 (SD=0.80) on measures of dominance. 
On nonegalitarian measures, MPH students scored an average of 1.86 (SD=0.98). See Table 4 for 
a summary of descriptive properties of SDO-7 items. Inter-item covariance across all SDO items 
among the MPH subsample averaged 0.37, with a Cronbach’s alpha of 0.84. See Table 5 for the 
correlation of all items in SDO-7 with one another.
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Table 4. Descriptive properties of social dominance orientation scale (SDO-7) among MPH students, including fit statistics for 
factors 
Factor/Survey item Mean SD χ2 RMSEA CFI TLI 
SDO-D (substantive factor)   71.11 0.18 0.94 0.91 
Some groups of people are meant to be kept in their place. 1.62 1.14     
It's probably a good thing that certain groups are at the top and 
other groups are at the bottom. 
1.53 1.03     
An ideal society requires some groups to be on top and others to 
be on the bottom. 
1.79 1.09     
Some groups of people are simply inferior to other groups. 1.28 0.92     
Groups at the bottom are just as deserving as groups at the top. 6.01 1.60     
No one group should dominate in society. 6.41 0.98     
Groups at the bottom should not have to stay in their place. 6.45 1.15     
Group dominance is a poor principle. 5.88 1.48     
SDO-E (substantive factor)   130.92 0.27 0.88 0.84 
We should not push for group equality. 1.53 0.92     
We shouldn't try to guarantee that every group has the same 
quality of life. 
1.84 1.55     
It's unjust to try to make groups equal. 1.67 1.14     
Group equality should not be our primary goal. 2.38 1.42     
We should work to give all groups an equal chance to succeed. 6.46 1.28     
We should do what we can to equalize conditions for different 
groups. 
6.35 1.04     
No matter how much effort it takes, we ought to strive to ensure 
that all groups have the same chance in life. 
6.36 1.06     
Group equality should be our ideal. 5.84 1.31     
Pro-trait (methods factor)   91.85 0.22 0.91 0.88 
Con-trait (methods factor)   101.15 0.23 0.89 0.84 







Table 5: Correlation table for SDO-7 items among MPH students 
 sdo1 sdo2 sdo3 sdo4 sdo5 sdo6 sdo7 sdo8 sdo9 sdo10 sdo11 sdo12 sdo13 sdo14 sdo15 sdo16 
sdo1 1.00                
sdo2 0.63 1.00               
sdo3 0.44 0.76 1.00              
sdo4 0.25 0.34 0.19 1.00             
sdo5 -0.57 -0.44 -0.27 -0.32 1.00            
sdo6 -0.29 -0.27 -0.26 -0.17 0.37 1.00           
sdo7 -0.27 -0.16 -0.12 -0.16 0.42 0.33 1.00          
sdo8 -0.12 -0.17 -0.27 -0.10 0.13 0.18 0.42 1.00         
sdo9 0.11 0.01 0.11 0.09 -0.15 -0.12 -0.13 -0.30 1.00        
sdo10 0.19 0.44 0.33 0.10 -0.22 -0.36 -0.09 -0.40 0.35 1.00       
sdo11 0.29 0.55 0.43 0.08 -0.31 -0.39 -0.13 -0.17 0.32 0.59 1.00      
sdo12 0.10 0.34 0.23 0.10 -0.10 -0.17 -0.06 -0.25 0.39 0.50 0.55 1.00     
sdo13 -0.12 -0.04 -0.10 -0.09 0.13 0.16 0.03 0.34 -0.44 -0.20 -0.15 -0.09 1.00    
sdo14 -0.13 -0.21 -0.20 -0.13 0.14 0.17 0.09 0.17 -0.23 -0.15 -0.24 -0.26 0.56 1.00   
sdo15 -0.35 -0.29 -0.21 -0.20 0.26 0.19 0.16 0.09 -0.24 -0.14 -0.19 -0.12 0.53 0.72 1.00  







As previously mentioned, SDO-7 has shown four factors in other populations: 
dominance, nonegalitarianism, pro-trait, con-trait (Ho et al., 2015). Using this same SDO-7 
factor structure found in other populations with the study sample, we began by confirming each 
factor individually. We were also able to confirm both substantive factors (dominance and 
nonegalitarianism) together and both methods factors (pro-trait and con-trait) together, as was 
shown in other populations (Ho et al., 2015). The full model was moderately well-fitting in this 
MPH student sample (χ2=142.74, p<0.001; RMSEA=0.93, p=0.008; CFI=0.97; TLI=0.95). See 
Figure 9 for the factor structure of SDO-7 in this MPH sample.  
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Motivations to suppress prejudice (MCPR) scale 
MPH respondents were generally neutral as to whether or not they had external 
motivations to suppress prejudice against people of color (average for pertinent items: 
mean=3.67, SD=1.53). Conversely, MPH respondents indicated strong internal motivations to 
suppress prejudice (average for pertinent items: mean=6.43, SD=0.58). See Table 6 for a 
summary of descriptive properties for MCPR in this study sample. Inter-item covariance across 
all items averaged 0.62, with a Cronbach’s alpha of 0.80. See Table 7 for the correlation of all 
items in MCPR with one another.
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Table 6. Descriptive properties of motivations to suppress prejudice scale (MCPR) among MPH students, including fit 
statistics for factors 
Factor/Survey item Mean SD χ2 RMSEA CFI TLI 
External motivations   17.67 0.18 0.99 0.98 
Because of today's politically correct standards, I try to appear non-prejudiced 
toward people of color.  
3.95 2.01     
I try to hide any negative thoughts about people of color in order to avoid 
negative reactions from them. 
3.46 1.89     
If I acted prejudiced toward people of color, I would be concerned that others 
would be angry with me. 
5.01 1.74     
I attempt to appear nonprejudiced toward people of color in order to avoid 
disapproval from others. 
3.26 1.96     
I try to act nonprejudiced toward people of color because of pressure from 
others. 
2.68 1.65     
Internal motivations   27.40 0.24 0.91 0.82 
I attempt to act in a nonprejudiced way toward people of color because it is 
personally important to me. 
6.45 1.19     
According to my personal values, using stereotypes about people of color is 
okay. [reverse coded] 
6.28 0.96     
I am personally motivated by my beliefs to nonprejudiced toward people of 
color. 
6.53 0.77     
Because of my personal values, I believe that using stereotypes about people 
of color is wrong. 
6.46 0.70     
Being nonprejudiced toward people of color is important to my self-concept. 6.46 0.90     







Table 7: Correlation table for MCPR among MPH students 
 
mcpr1 mcpr2 mcpr3 mcpr4 mcpr5 mcpr6 mcpr7 mcpr8 mcpr9 mcpr10 
mcpr1 1.00 
         
mcpr2 0.75 1.00 
        
mcpr3 0.50 0.48 1.00 
       
mcpr4 0.58 0.79 0.54 1.00 
      
mcpr5 0.58 0.65 0.41 0.77 1.00 
     
mcpr6 0.29 0.23 0.45 0.25 0.17 1.00 
    
mcpr7 -0.24 -0.31 -0.18 -0.23 -0.26 -0.02 1.00 
   
mcpr8 0.01 -0.05 0.07 -0.07 -0.08 0.17 0.16 1.00 
  
mcpr9 0.03 -0.07 -0.07 -0.14 -0.10 0.13 0.38 0.46 1.00 
 









As previously mentioned, MCPR has shown two distinct factors in previous studies with 
other populations: internal motivations to suppress prejudice and external motivations to 
suppress prejudice (Plant & Devine, 1998). Using the same MCPR factor structure as found in 
other study populations with this MPH sample, we found the model to be moderately well-fitting 
(χ2=103.70, p<0.001; RMSEA=0.16, p<0.001; CFI=0.95; TLI=0.93). As such, this confirms that 
the factor structure of the MCPR scale held true for responses from MPH students in this sample. 
See Figure 10 for the factor structure of MCPR in this MPH sample. 
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Paternalism in a workplace context (PLQ) scale 
The most response variability in responses of all three scales was found for the 
paternalism in a workplace context scale. MPH respondents somewhat endorsed paternalism of 
public health professionals toward communities of color (mean=3.66, SD=1.02). Specifically, 
they were more likely to feel that the ideal public health professional should get involved in the 
personal lives of people they work with (average for pertinent items: mean=4.19, SD=1.18) than 
they were to think that public health professionals should expect loyalty from the communities of 
color with whom they work (average for pertinent items: mean=2.83, SD=1.16) or feel as though 
they should create a family environment for communities of color (average for pertinent items: 
mean=3.88, SD=1.31). See Table 8 for a summary of the descriptive properties of PLQ in this 
study sample. Inter-item covariance across all PLQ items among the MPH student sample 
averaged 0.87, with a Cronbach’s alpha of 0.85. See Table 9 for the correlation table for PLQ in 
the MPH subsample. 
 
76 
Table 8: Descriptive properties of paternalism in a workplace context scale (PLQ) among MPH students, including fit statistics 
for factors 
Factor/Survey item Mean SD χ2 RMSEA CFI TLI 
Family environment 
To me, an ideal public health professional… 
  1.224 0 1 1.003 
...behaves like a family member (parent or older sibling) towards the community 
members with whom they work. 
3.50 1.59     
...provides advice to community members with whom they work like a senior 
family member. 
3.45 1.67     
...creates a family environment when working with communities. 4.76 1.36     
...feels responsible for community members with whom they work as if they 
were their own children. 
3.82 1.77     
Involvement in personal lives 
To me, an ideal public health professional… 
  0 0 1 1 
...is ready to help community members with whom they work with non-work 
problems (e.g., housing, education, financial problems) whenever they need. 
4.57 1.46     
...attends special events of community members with whom they work (e.g., 
weddings, funerals, graduations). 
4.45 1.41     
...is prepared to act as a mediator whenever a community member with whom 
they work is problems in their private life. 
3.55 1.51     
Loyalty expectation 
To me, an ideal public health professional… 
  Non-positive definite error 
...places more importance on loyalty of community members with whom they 
work than meeting public health program objectives. 
3.74 1.81     
...expects loyalty in exchange for their care and nurturance. 2.43 1.46     
...believes they know what is best for community members with whom they 
work. 
2.30 1.60     







Table 9: Correlation table of PLQ among MPH students 
 
pat1 pat2 pat3 pat4 pat5 pat6 pat7 pat8 pat9 pat10 
pat1 1.00 
         
pat2 0.80 1.00 
        
pat3 0.49 0.38 1.00 
       
pat4 0.64 0.60 0.39 1.00 
      
pat5 0.40 0.27 0.35 0.37 1.00 
     
pat6 0.26 0.20 0.30 0.19 0.38 1.00 
    
pat7 0.45 0.33 0.36 0.47 0.49 0.56 1.00 
   
pat8 0.35 0.11 0.26 0.29 0.31 0.55 0.56 1.00 
  
pat9 0.46 0.50 0.14 0.42 0.24 0.13 0.21 0.33 1.00 
 






As previously mentioned, studies of this scale in other populations have shown a three-
factor structure to the scale: family environment, involvement in personal lives, and loyalty 
expectation. While it was not possible to confirm the individual factors as was done with SDO-7 
and MCPR, we were able to assess the fit of the full scale in this sample. Using the same PLQ 
factor structure as found in other study populations with this MPH sample, we found the model 
to be moderately well-fitting (χ2=116.32, p<0.001; RMSEA=0.186, p<0.001; CFI=0.92; 
TLI=0.89). As such, this confirms that the factor structure of the PLQ scale held true for 



































0.256 (0.051) 0.385 (0.071) 






Testing the hypothesized structural equation model 
Once all three scales were confirmed in this sample of MPH students, we proceeded to 
test the hypothesized structural equation model (SEM). As previously mentioned, we 
hypothesized that SDO-dominance, external motivations to suppress prejudice, and loyalty 
expectations all shared a common second-order factor, namely investment in one’s own group. 
When we tested this factor alone, the model failed to converge. We also hypothesized that SDO-
nonegalitarianism, internal motivations to suppress prejudice, family environment (in a 
workplace setting), and involvement in personal lives (of those in subservient work-related 
positions) all shared a common second-order factor, namely investment in other groups. When 
we tested this factor alone, the model again failed to converge. We tested both hypothesized 
factors, and the result was model with a nonpositive definite error. We then attempted the model 
without the two second-order factors included. That model also failed to converge. Therefore, we 
were unable to confirm the hypothesized SEM.  
Discussion 
Our findings suggest that SDO-7, MCPR, and PLQ can be used among public health 
trainees. One of the most marked findings was the limited variability in responses among this 
sample of MPH students. While these findings can be the result of limitations in the sample 
(discussed below), there are theoretical reasons for which these results may be the result of 
population-level characteristics. If, for example, trainees are motivated to join the public health 
workforce because of a desire for social justice or to improve equity, as classic public health 
literature indicates are the main goals of this field (Beauchamp, 1976; McGavran, 1953), then it 
should be unsurprising that respondents almost universally reject notions of social dominance 
and are instead driven by a personal desire to act without prejudice. This is not to say that 
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respondents did not feel any external motivation to suppress prejudice, as findings show that 
many MPH students did feel social or political pressure to act in nonprejudiced ways. Further 
research is required to evaluate the extent to which public health training may be a source of 
external motivation to suppress prejudice in this population. 
Intentions to respond without prejudice and conscious rejection of social dominance do 
not however eliminate the possibility that public health trainees (as well as seasoned 
professionals) may engage in workplace behaviors that recreate structural racism within the 
context of a White supremacist society. Rather, research has shown repeatedly that structural 
racism is prevalent throughout U.S social systems, including schools, health systems, and social 
research (Gee & Ford, 2011; Vaught & Castagno, 2008; Zuberi & Bonilla-Silva, 2008). This 
study was not designed to measure individual racist beliefs as a means of extrapolating to the 
absence or presence of structural racism within a school of public health. Rather, functioning 
with the understanding that structural racism is functioning everywhere, and perhaps even more 
so at a predominantly White institution, this study was designed to identify potential 
operationalizations of structural racism in shaping how public health trainees perceive 
communities of color. This study is part of a broader project to use education and training to 
disrupt the perpetuation of inequitable professional practices in emerging public health 
professionals. Paternalism within public health may be helpful in understanding mechanisms by 
which a public health professional may implicitly maintain unbalanced power structures despite 
a desire to respond without prejudice or an explicit rejection of social dominance principles. This 
study showed that MPH students view paternalism at least moderately related to their public 
health practice. In particular, respondents endorsed public health professionals creating a family 
environment with communities of color and getting involved in the personal lives outside of 
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public health needs. There may be multiple reasons for this. For instance, addressing the health 
needs of communities often requires a consideration of non-health issues that contribute to health 
(e.g., education, housing, income), making involvement in some aspects of personal lives may be 
a necessary extension of public health practice. Conversely, the desire to be involved in the 
personal lives of communities of color may indicate paternalism in a workplace context is a 
manifestation of benevolent racism, a form of racism that perpetuates racial inequality under the 
guise of helping or empowering people of color (Esposito & Romano, 2014). Previous research 
has shown the long history of White paternalism and its link to beliefs about the inherent 
inferiority of non-White populations (Araeen, 2000; Esposito & Romano, 2017). The extent to 
which paternalism within public health is a form of benevolent racism requires further research.  
Despite the potential theoretical linkages between constructs across the three scales used 
in this study, we were not able to confirm the model hypothesized in Figure 5. There may be 
several reasons why the hypothesized structural equation model failed to converge. Chiefly, the 
small sample size may have made it difficult to test a model of this complexity. Limited 
variability in responses may have contributed to just-identified first-order factors and an inability 
to identify second-order factors. Given that each scale had only moderately well-fitting models in 
this sample, weak identification of first-order factors may have contributed to the overall misfit 
of the full measurement model. Finally, there may be errors in the theoretical foundations of this 
structural equation model whereby these three scales are not actually related to one another via 
higher order factors. Nonetheless, this study provided information about each of the three scales 




The most significant limitation of this study is the sample size. Moreover, while the 
demographics of this sample closely resemble the gender and racial/ethnic demographics of the 
general population of students within this SPH, a randomly selected sample (as opposed to the 
convenience sample that was used) may have contributed to more generalizable findings. Larger 
studies would be required to confirm the findings of this study. The increased variability of the 
PLQ relative to the other two scales suggests that there may be an important role of paternalistic 
views in how public health trainees conceptualize their relationship to communities of color they 
serve. As with the SDO-7 and PLQ, however, additional studies with larger samples would be 
required to confirm this. Additionally, qualitative studies may help provide more context to 
identify motivations for scale responses or public health trainees’ perceptions of communities of 
color not otherwise captured through survey research. As schools of public health begin to take a 
more structural approach to bias in public health training has raised many questions about the 
best ways to do so. This study provides preliminary evidence about some of the theoretical 
constructs that may be important to how public health trainees conceptualize their roles as 
professionals working with historically marginalized populations.  
Conclusion 
Despite a sustained commitment by federal health agencies to reduce disparities in health, 
racial differences in the quality of health services provided persist. One potential non-biological 
mechanism by which health disparities persist is via inequality in health service provision, 
whereby members of marginalized groups receive lower quality health care and poorer health 
services. The factors that contribute to the development of inequitable health professional 
practices are largely unknown. This is the first study we are aware of that looks at potential 
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indicators of public health trainees’ perceptions of communities of color. As such, far more 
research is needed into the mechanisms by which public health students are socialized as 
professionals and develop normative beliefs about the historically marginalized communities 




Aim 2: Investigating the integration of social justice into public health curriculum 
Introduction 
Social justice is one of the foundational principles upon which public health was built 
(Braveman, 2003). Additionally, it has been widely documented that the biases of health 
professionals can have a negative impact on social justice and health equity (Institute Of 
Medicine, 2002). Recent changes to Master’s in Public Health (MPH) core educational 
competencies from the Council on Education for Public Health (CEPH) point to a need for MPH 
curricula to more explicitly address the issues of social justice and health equity. The present 
study seeks to understand how one school of public health (SPH) redesigned its core MPH 
curriculum, with a particular interest in how the SPH dealt with CEPH recommendations to 
address issues of social justice and health equity. In addition to describing the processes involved 
in developing the core syllabi, we seek to identify ways in which structural racism within public 
health training is either challenged or recreated through the syllabus development process.  
In response to the persistence of health disparities and continued experiences of 
discrimination in health settings, health researchers have begun to call for a more structural 
approach to professional training (Ford & Airhihenbuwa, 2010b). As noted by the Sullivan 
Commission, the more visible racial barriers of the US health care system were largely 
eradicated during the Civil Rights Era, namely overt acts of race-based discrimination (Sullivan 
et al., 2004b). Since the Civil Rights Era, individual acts of race-based discrimination have been 
less and less socially acceptable (Devine et al., 2002). Nonetheless, discriminatory practices 
against members of marginalized groups, namely people of color, are still observed in health 
settings with alarming regularity (Geronimus et al., 2006; Monk, 2015; Williams & Mohammed, 
2009). This has led to more recent scholarly attention toward the effects of racism at an 
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institutional level as a determinant of health (Bradby, 2010). Institutional racism has been 
defined as a process of oppression, unconscious or not; functioning as “a system of structuring 
opportunity and assigning value based on race phenotype, that unfairly disadvantages some, 
unfairly advantages others, and undermines the potential of the whole society (Jones, 2002, p. 
10).” In short, race-specific inequities in health are rooted in social norms and institutional 
policies that provide differential benefits to Whites as compared to people of color (Gee & Chen, 
2007; Jones, 2000; Paradies et al., 2015). Norms and policies that make up a social order that 
serves to benefit White populations are not in place by accident. Rather, they have evolved 
slowly over the course of US history (Bonilla-Silva, 2014). Structural racism, then, has been a 
fundamental cause of health inequities throughout the history of the US. According to Phelan and 
Link, a fundamental cause of health inequities is one which involves access to knowledge, 
power, and resources (Hatzenbuehler et al., 2013). Social and institutional policies that structure 
US society have provided advantages to Whites and disadvantages to people of color throughout 
history. From the genocide of indigenous peoples and importation of slaves to segregation laws 
that limited access to resources and mass incarceration of men and women of color, structural 
racism has limited access to health resources and threatened the health and safety of people of 
color since the nation was initially colonized. Therefore, the training of health professionals must 
include actively naming and combating structural racism in order to reduce and eliminate health 
disparities (García & Sharif, 2015; Malat, 2013; Yonas et al., 2006). 
Formal curriculum components include cultural competency (and less frequently offered, 
cultural humility) trainings, and have focused primarily on individual-level introspection and 
attempts at reducing implicit bias (Hannah & Carpenter-Song, 2013). Conversely, informal 
professional socialization processes include such things as negative comments made by faculty 
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about African-American patients’ ability or willingness to adhere to treatment plans (Bird et al., 
2004), and assumptions that Latino immigrants are likely to be undocumented (Chapman & 
Perreira, 2005), or the criminalization of Black and brown men in health settings (Rios, 2006). 
Previous research has shown that both formal parts of health professional training and more 
informal professional socialization processes can have an impact on how health professional 
trainees view patients of color (Boscardin, 2015). 
The importance of this link between health professional education and improved health 
outcomes carried over in two IOM publications released in 2016, Health Professionals 
Education: A Bridge to Quality and A Framework for Educating Health Professionals to Address 
Social Determinants of Health. Both publications recognized that in the US, health disparities are 
often the result of structural racism and discrimination that create disproportionately fewer 
opportunities for people of color as compared to Whites (Institute of Medicine, 2016). In 
November 2016, the Council on Education for Public Health (CEPH), the US Department of 
Education-authorized accrediting body for schools and programs of public health, released a new 
set of core competencies that make issues of structural racism, health disparities, and community 
engagement more central components of public health professional education. This included 
mandates that students be able to discuss racism, structural bias, and health inequities at multiple 
levels of influence, describe the importance of cultural competence in public health, and apply an 
awareness of cultural values and practices to public health efforts (Council for Education on 
Public Health, 2016). CEPH asked all accredited schools and programs of public health to come 
into compliance with the new accreditation criteria by the end of 2018.  
The present study investigates the process by which one school of public health (SPH) 
developed the syllabi for required (i.e., core) courses for all Master of Public Health (MPH) 
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students. Specifically, I explored the following question: How do changes to the MPH core 
curriculum reveal and challenge structural racism as part of public health training? I sought to 
answer this question using institutional ethnography, which explores how social relations 
structure everyday practices within institutions (Devault, 2006). Using critical race theory as my 
theoretical lens, I conducted a combination of participant-observations and in-depth interviews. I 
used the data to examine how this syllabus development process unveiled power structures, 
institutional priorities, and racialized processes.  
Critical race theory in public health training 
In considering the intersection of structural racism, education, and public health practice, 
it is necessary to consider theoretical frameworks that have provided ways of thinking about 
power, historical racial oppression in the United States, and control over what is considered valid 
knowledge. Critical race theory (CRT) has had a significant influence on scholarship, including 
public health scholarship, on race and racism since the 1980s (Ford & Airhihenbuwa, 2010b). 
Two distinguishing characteristics of CRT are racialization and knowledge production. First, 
racial relations in the US are continually being socially constructed to maintain White supremacy 
in the racial hierarchical order (Ladson-Billings, 2013). Therefore, racism is present within all 
social structures, including higher education (Patton, Harper, & Harris, 2015). The process by 
which individuals living in the US learn to function within the nation’s racial hierarchy is known 
as racialization (Williams & Mohammed, 2013). Second, one of the primary mechanisms by 
which structural racism functions is by controlling access to knowledge or education 
(Cammarota, 2004) as well as who is authorized to generate new knowledge (Collins, 1998). 
Using this as the framework for approaching curricular changes in professional education, racist 
practices are encoded into training in such a way that they structure what Kimberlé Crenshaw 
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refers to as the “doctrinal bounds” practice (Crenshaw, 1988). That is, one of the functions of 
structural racism is to regulate what is considered core knowledge in health professional 
disciplines.  
As such, anti-racist approaches that challenge institutional racism must by definition 
expand teachings to include scholars of color and other marginalized populations as well as 
interrogate the historical oppression that necessitates their introduction into professional training. 
Ford and Airhihenbuwa refer to this approach to public health practice as “centering the 
margins,” or privileging the voices of historically marginalized groups over those of dominant 
groups (Ford & Airhihenbuwa, 2010a). This includes how public health trainees are socialized to 
see their positions as professionals relative to communities that are priority populations in public 
health practice. 
As health trainees are socialized into their profession, they also learn what the 
expectations are for their professional conduct in relation to vulnerable populations (Bearman & 
Ajjawi, 2013). This includes a socioeconomic class dimension to professional training whereby 
interrelated class and racial systems of inequality may work in concert to perpetuate health 
inequities (López, 2016). Given that public health as a field positions itself to provide services to 
socially vulnerable populations (Cuff, 2015; Dovidio et al., 2008; Frohlich & Potvin, 2008), it is 
necessary to also consider how health professional education shapes trainees’ perceptions of 
disadvantaged populations (Chepp, 2017). Instructors and professional mentors may be another 
way by which structural racism is either reified or challenged (Vaught & Castagno, 2008). 
Positionality  
Given the methodology I chose with which to address the present research question, as 
well as my personal stance on inquiry as an enterprise, I would be remiss in my duties as a 
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researcher if I did not discuss how I approached the question at hand. I took on the present 
research study because of a combination of research interests and timing. I was interested in 
conducting a study of public health training at the same time that the curricular redesign process 
was ramping up. I was also in a school that regularly had student members on committees and 
was able to connect to gatekeepers within the school who could grant me access to the spaces 
where syllabi were being conceptualized and developed. Through the process of data collection, I 
used my increased visibility within the school to volunteer as a student representative on issues 
of diversity and inclusion, including joining the school’s diversity and inclusion working group. I 
was also hired as a part-time graduate assistant after volunteering for several months to continue 
supporting curriculum development efforts outside of the scope of this dissertation and 
eventually received a senior teaching fellowship to work on the MPH core courses during their 
inaugural year. 
Having worked for almost a decade in public health practice before shifting to public 
health research, I developed a lot of ideas about the nature of public health professionals with 
whom I work. As a Latina from an immigrant family of lower socioeconomic status, I gravitated 
toward working with marginalized populations for much of my public health career. As a result, I 
have witnessed firsthand the social and cultural classes that occur when a predominantly White 
public health workforce interfaces with historically marginalized populations, in particular 
communities of color. I have borne witness to micro- and macro-aggressions in the name of 
public health, from disengagement of health service providers because of language barriers to 
blaming survivors of domestic violence for their relationship decisions to the systematic 
exclusion of transgender individuals from potentially life-saving interventions under the guise of 
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“investigator discretion.” In truth, my personal career goals in research and teaching was partly 
borne out of these experiences.  
I have come to believe that if we can improve the mechanisms by which health 
professionals are taught to think of marginalized populations that we can go a long way toward 
improving the equitable delivery of health services, including public health services. As such, I 
began to conceptualize a research agenda that included interrogating how public health 
prioritized issues of marginalization and equity, including the messaging that was threaded 
throughout training. My objective through this study (and others planned as a result of findings 
presented here) is to identify forms of structural bias embedded within the training and conduct 
of public health in order to disrupt them. I do so because of a sense of obligation to the 
communities with which I identify, both demographically and professionally.  
Methods 
Syllabus development process 
The new core curriculum in this SPH was created over the course of four years (2015-
2018). In anticipation of a review by CEPH for re-accreditation in 2016, the SPH began with 
convening a planning committee in 2015 to develop guiding principles for the curricular redesign 
and broad ideas about what should be covered in the core curriculum. The planning committee 
was comprised primarily of administrators and members of school leadership. In 2016, the 
planning committee adjourned and an implementation committee was convened. The 
implementation committee included some of the participants in the planning committee, but was 
primarily comprised of faculty with some teaching responsibility from various departments 
throughout the SPH. Other members included administrative support staff and occasional 
attendance from staff at the school whose job duties intersected with the new core curriculum 
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(e.g., those tasked with components of curriculum design, accreditation, or instructional 
technology). The task of the implementation committee was to take the broad ideas of the 
planning committee and refine them down to a sequential multi-course format to be offered to 
students in the first two semesters of their MPH training. Simultaneously, the SPH completed a 
self-study for re-accreditation purposes. The implementation committee adjourned in May 2017, 
having delivered to school leadership the broad outline of a core curriculum to be offered across 
two semesters in five integrated courses. The SPH was also re-accredited in 2017. The 
development team was then convened, many of whom were members of the implementation 
committee with teaching responsibilities in the SPH and an interest in teaching the core 
curriculum in the future. Additionally, other individuals from different departments joined the 
development committee who had not previously been involved in the curricular design process, 
but that were also potentially interested in teaching the core curriculum. From May 2017 to 
September 2017, the development team developed syllabi for the five courses for school 
leadership to submit to the university for approval. Once the syllabi were submitted to school 
leadership, the development team adjourned. After the necessary university approvals were 
obtained and instructors identified, the instructor team developed more detailed instructional 
materials (e.g., lesson plans, lecture slides, assignment instructions, rubrics, etc.). The new core 
curriculum was implemented to the first MPH cohort in August 2018. Figure 12 summarizes the 
timeline for the development of the new core curriculum as well as the changing perspectives of 
myself as a researcher throughout the process. 
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Figure 12: Timeline for the development of new Master of Public Health (MPH) core curriculum, including researcher’s 









While not the central focus of the present research study, it is important to note that while 
the new core curriculum was being designed, school leadership began to conceptualize a more 
broadly centralized MPH program. Beginning in June 2017, school leadership began to move 
from a model whereby MPH applicants selected from different degree programs based within 
individual departments within the school to a single, centralized MPH degree where students 
could choose a specific concentration. The timing of this was also based on the CEPH 
requirement that the SPH come into compliance with new accreditation criteria by January 2018. 
School leadership designed a proposal process for departments and collaborative groups across 
the SPH to submit their ideas for concentrations. Many of the concentrations that were selected 
were based on models that had previous been department-specific MPH degrees. There were a 
few concentrations that were approved that were submitted from across different departments. 
Relevant to the present study, one of those collaborative concentrations proposed, and ultimately 
approved, was a Health Equity, Social Justice, and Human Rights concentration. As a student 
interested in these issues, I attended a small number of meetings related to this concentration and 
facilitated the involvement of additional students. As this concentration development process 
coincided with data collection for the study presented here, my involvement in the process was 
only occasional. Throughout data collection, there were several instances in which the 
development of the new core curriculum had implications for the development of concentrations. 
Given that the central focus of the present study is on how the SPH addressed issues of inclusion 
and bias, including equity and justice, results presented include occasional discussion of the 




Institutional ethnography is an epistemological positioning and methodological approach 
that privileges the lived experiences of a specific group of people (D. E. Smith, 2006). As 
Dorothy Smith stated in her seminal work, “the idea is to reorganize sociology as a knowledge of 
society so that inquiry begins where people are and proceeds from there to discoveries that bring 
local activities into coordination with those of others (D. E. Smith, 2006, p. 3).” My primary 
concern was regarding how decisions were reached in the development of syllabi so as to form 
the basis of what will be considered objective knowledge by future public health trainees. This 
methodological approach emphasizes how relations, i.e., professional norms and interpersonal 
power dynamics, work to accomplish processes that create the social norms in the institution. As 
such, using this method allowed me to collect and analyze what Smith refers to as “ruling 
relations.” Ruling relations consist of power relationships that prioritize the inputs and opinions 
of some members of the group over others, discourses that shape social norms in the institution, 
and how management of the group under study shapes its operations (Devault, 2006). As such, 
using this methodology allowed me to analyze how social processes at the institutional level 
have a generalizing effect on how students would be trained as public health professionals 
moving forward. In conjunction with a critical race approach to inquiry, I approached the present 
analysis with the foundation that knowledge produced from this study (as all other studies) is 
socially constructed and therefore subject to the same racialization processes within which the 
research occurs (Ford & Airhihenbuwa, 2010b; Zuberi & Bonilla-Silva, 2008).  





It was while the implementation committee was active that I began to attend 
implementation committee meetings as a student volunteer, primarily to orient myself to the 
process prior to data collection. I conducted participant-observations during the period where the 
development committee created the syllabi for submission to the university. I included within the 
scope of observation development committee meetings, meetings of the schoolwide diversity and 
inclusion working group, and any other student-centered meetings at the school of public health 
under study about diversity and inclusion or the master’s level curriculum redesign. Meetings 
related to diversity and inclusion around the school were included because they allowed me 
additional opportunities to gain insight into how faculty and staff at the school handled equity-
related issues more broadly. Outside of the scope of this study, though still relevant to the syllabi 
development process, were meetings that occurred prior to my involvement in the 
implementation committee, meetings of senior administrators within the school to which I did 
not have access, and meetings that were specific to diversity and inclusion efforts within a single 
department. Participant-observations were conducted to document the processes by which 
decisions were made about the content and structure of the core curriculum, with particular 
attention toward equity-related content. Prior to collecting participant-observation data, I 
developed a participant-observation guide to standardize data collection. The guide included 
prompts for the context of interactions (e.g., setting, purpose, demographic composition of 
attendees), mechanisms shaping public health training (e.g., questions or requested services from 
students regarding inclusion, equity, or prejudice in the curriculum or throughout the school, staff 
and faculty responses to student requests, consistency of requests across time), curriculum-
specific considerations of inclusion or bias in the core curriculum (e.g., which topics were 
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included, content that was prioritized, who was advocating for equity-related content), and an 
intentional reflection on how the observer functioned within the observation (e.g., personal 
intentions at the beginning of the meeting, role in shaping the interaction, reactions to 
discussion). I conducted participant-observations May 2017 – September 2017, collecting data at 
40 separate meetings (36 meetings regarding the development of syllabi and four related to 
schoolwide diversity and inclusion efforts) and generated four additional notes throughout the 
data collection period to summarize personal reflections of the process.    
Once participant-observations were completed in September 2017, I then reviewed all of 
the field notes. After reviewing the full set of field notes, I reviewed the data again to identify 
gaps in my understanding of the syllabus development process, including social relations that 
were not well revealed in meetings and individuals who might be able to provide additional 
information or insight regarding those gaps in understanding. It was those individuals identified 
at this stage in data analysis that were approached to participate in in-depth interviews. I 
conducted nine in-depth interviews with seven key informants within the SPH between May 
2018 and July 2018. Interviews lasted approximately an hour each. A separate interview guide 
was created for all but one interview (a second interview conducted at the request of the 
participant). Questions were tailored to each participant’s position within the institution as it 
related to the curriculum redesign or schoolwide inclusion efforts. All seven participants 
provided informed consent prior to being interviewed. Individual questions and probes differed 
across interviews, but consistently included questions about the participant’s role within the SPH 
in crafting the new curriculum, how they saw the process developing, and conversations they had 
with students or other faculty and staff about how priorities are set regarding diversity and 
inclusion issues in the master’s curriculum. During the data collection process, I conducted 
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additional interviews with two participants to clarify information or fill gaps in my 
understanding of the institutional process. One interview was requested by the researcher, as the 
discussion during the first interview had to be cut short due to time constraints. The other 
interview was requested by the participant, who wanted to clarify statements made in the first 
interview. Four participants consented to audio recording. I relied on detailed interview notes as 
data for the remaining participants who opted not to be audio recorded. I transcribed audio 
recordings as applicable. 
Participant-observation notes, interview transcripts, and interview notes were all 
imported into Atlas.ti 7. Institutional ethnography analyses are intentionally flexible, meant to be 
responsive to the research question at hand as well as the unique institution under study (D. E. 
Smith, 2006). Using methods developed by Dorothy Smith, I began by reviewing participant-
observations again to understand how ruling relations (social relationships that determine 
hierarchical structures within an institution) between faculty and staff and students set the 
priorities and govern decisions about how inclusion and racial bias are addressed in the MPH 
core curriculum. This inherently also involved consideration of how these issues affect the 
school at large, but the primary focus was on MPH training. I used the fieldnotes from 
participant-observations to understand how processes are structured, the nature of power 
dynamics at play, and push and pull factors that impact how the SPH conceptualized, 
operationalized, and addressed issues of inclusion and racial bias as part of public health training. 
Using the participant-observation preliminary analysis methods outlined by Spradley 
(1980), I next created a matrix to organize data along nine domains: space, object, act, activity, 
event, time, actor, goal, and feeling. In this way, I began to ask questions such as “What are all 
the ways physical space is organized by participant(s)?”, “How do objects change over time?”, 
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and “How do activities of developing the curriculum involve developers’ feelings?” as a way to 
begin to pull together common occurrences between notes. For example, meetings involving 
senior members of school administration almost invariably occurred in the conference room 
adjacent to the dean’s office. As this room was only available for reservation to staff within the 
dean’s office (as opposed to most other conference rooms throughout the school that were 
available for reservation by any student, staff, or faculty member at the SPH), meetings that 
occurred in this room tended to have more formal and reserved interactions between committee 
members as compared to those that occurred in other parts of the school and did not have senior 
administrators present. Decision-making in meetings that occurred next to the dean’s office also 
tended to be less collaborative compared to meetings in other parts of the school and were more 
often directed by school leaders present than through consensus-building. This initial analysis 
was used to guide the questions for interview participants and the selection of individuals I 
recruited to participate. Specifically, the in-depth interviews were used to collect further data on 
power relations and processes of administration that might not be salient in structured meetings 
but that had direct implications for the structuring of diversity and inclusion (including 
addressing racial bias) efforts at the school. This included, but was not limited to, individuals 
who did not directly participate in curriculum development but who were otherwise tasked with 
components of diversity, inclusion, or curriculum development at the school level. I transcribed 
interviews that were audio recorded within two weeks of the interview. For participants who 
declined audio recording, I expanded field notes into detailed interview notes within two days of 
the interview.  
I began reviewing and memoing the first few interviews as they were completed. Once I 
finished transcribing and reviewing all interviews, I generated narratives for each individual to 
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gain a sense of how they saw the development process and/or inclusion and bias at the school 
(Gibbs, 2007). I then compared those narratives with the memos and field notes from participant-
observations. Using the matrix as a reference point, I compared what I learned in participant 
observations to what I learned through individual interviews. This way I was able to identify how 
both sources of data fit together to reveal the social relations at play in the syllabus development 
process. I then sought to summarize how social relations were creating the institutional 
discourse, or the ways of functioning and knowing that were specific to this course development 
process (D. E. Smith, 2006). In doing so, I also synthesized commonalities across participants 
through memoing so as to shift the focus away from individual experiences and back onto social 
ways in which the development process functioned throughout data collection. It was during this 
synthesis phase of analysis that I began to identify the emergent themes presented here.  
It is worth noting that institutional ethnography typically also includes archival review as 
a means of understanding social relations within an institution (Devault, 2006). This study was 
designed to include a review of syllabi from old core courses and compare those to the new core 
courses that were submitted for approval to the university. Given the depth of that analysis, 
including reviewing reference materials, student assignments, and instructional methods 
documented, the scope of that portion of the institutional ethnography is outside the scope of the 
present paper and will not be discussed here. 
Results 
Prior to presenting the themes that emerged from the analysis above, I will begin with a 
summary of my experiences, as they have direct bearing on the interpretation presented here. 
This process was one where I felt I had put myself in a precarious situation. I was glad to have 
designed this study using a participant-observation approach to data collection because I would 
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have had a hard time serving as a silent observer in meetings where issues of inclusion and bias 
were being discussed, or, perhaps more often, not discussed. In that, however, I also felt at times 
that I made myself a target for those with dissenting opinions and more institutional power. 
Without necessarily realizing it when I first started the study, I quickly realized that I had 
positioned myself to essentially interrogate a structure that I was also asking for validation from 
me as a student. For instance, early in the development process, I volunteered to lead the drafting 
of an introductory ethics module for incoming students, particularly given that it was the only 
named module at the time when I joined that implementation committee for which no committee 
member had signed up. It did not escape me that I was the only student leading the development 
of a module. After agreeing to lead the development of this module, one faculty committee 
member indicated she was willing to support the development of the module as well. During the 
revision process, I had multiple email exchanges with one member of the implementation 
committee, who wanted me and the faculty member working on the module to keep cutting down 
the content or link to publicly available trainings elsewhere. Whereas I thought we were having a 
fruitful discussion about the importance of the topic, I was later approached by another 
committee member about reducing the content down, following a discussion she had with the 
committee member I had been emailing with before. I had thus been the topic of discussion 
during a side-meeting between the two committee members. I then also had a faculty member 
mention the situation in a meeting with my primary advisor as a difficult working relationship, 
alluding to me being the primary difficulty, leaving me to feel that my progress toward degree 
completion could be in jeopardy because I was advocating for the meaningful inclusion of 
equity-related content. Given the sensitive nature of this study and the small, connected 
community at the SPH, I occasionally sought the guidance of colleagues at other institutions 
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about how to navigate the politics embedded in this research. Helpful in managing my own 
approaches to social relations throughout the process, it was also a reminder that I had a limited 
number of allies because of my position as a student volunteer within the process. 
More broadly, there were other instances where I had to make the decision about whether to 
remain silent on an issue and record discussions as they occurred or speak up, thus intervening to 
shape the experiences and outcomes I was studying. There were times when I chose to remain 
silent and was disappointed that no one else spoke up to advocate for the inclusion of equity-
related content or the consideration of student perspectives. There were times when I was 
pleasantly surprised to see that someone else did. There were also times when I spoke up and that 
suggestion became a part of the curriculum or spurred on the inclusion of additional content or 
activities. In large schoolwide meetings, I rarely spoke up, instead opting to serve largely as an 
observer for the purposes of data collection. As I saw in smaller development committee 
meetings, I often heard shock and fear from White colleagues about national events that 
highlighted the prevalence of racism (e.g., the rapid-fire news coverage of multiple video 
recordings of police killing people of color around the start of data collection or the Unite the 
Right rally in Charlottesville, VA in 2017), but heard little to no mention about how individuals 
might contribute to sustaining systems of White supremacy or what could be done to disrupt 
racist systems.  
I must also make note of how my own identity as a person of color may have influenced 
this study on structural racism. I was sometimes the person of color in the room that felt 
pressured to speak about issues of inclusion or racial equity. Some participants of color may have 
shared sensitive information with me that they might not have shared had this study been 
conducted by a White person. Conversely, some White participants may have shared less with 
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me than they might have had this study been conducted by someone who shared their racial 
identity. While I cannot know the extent to which my visible identity influenced how all social 
relations around me were shaped, there were multiple instances where people spoke to me about 
race without using racial terms: referring to diversity and inclusion when talking about people of 
color or some people when referring to Whites. This coded language is prevalent in many 
professional discussions of race by people of all races/ethnicities. It is indicative of a generalized 
social discomfort with openly discussing race in the US. Additionally, it has been my experience 
that this is often a technique employed by people of color to convey observations or feelings of 
racial inequality without becoming a target themselves.  
As this syllabus development process was one that constituted reconceptualizing how 
core public health content was to be taught to MPH students, many of the structures and policies 
in place that otherwise govern the development of a single course in the SPH did not apply or fit 
well within this process. For example, whereas many new courses in the SPH are usually 
developed by a small number (typically 1-2) of faculty members and then presented to 
departmental advisory councils for review and approval, the development of new core courses 
took a more top-down approach. School leadership championed the development of a reimagined 
core MPH curriculum and a small group of administrators and senior faculty outlined what the 
content might look like. Leaders within the school then recruited faculty from various 
departments throughout the school to participate in a subsequent committee (i.e., the 
implementation committee) to take the ideas of the planning committee and put them into an 
academic year, multi-course format. Rather than having a course be proposed by a faculty 
member from an area of expertise, the redesigned core curriculum was conceptualized using a 
combination of revised accreditation criteria, projections about the future of public health 
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practice, and priorities of those in school leadership. Course developers were then retrofitted into 
sections of course content.  
The committee in place at the time when my participant-observations began included 
representation from all departments within the SPH. Members of core curriculum development 
committees were selected based on a combination of volunteering and requests from school 
leadership and department chairs. All participants in the syllabus development process were 
female. The majority were faculty members across different departments in the school. Few 
faculty members of color participated in the development process (approximately 10 percent). 
This proportion is fairly representative of the faculty of the entire SPH, of which approximately 
11 percent are classified as underrepresented minorities (UNC Gillings School of Global Public 
Health, 2017). Approximately 28 percent of all committee members were administrative support 
staff or students, including the first author. There was less departmental and racial/ethnic 
diversity in the development committee as compared to the implementation committee that 
directly preceded it, despite an increase in the total number of people on the committee. A small 
proportion (i.e., less than 25 percent) of committee members had previously worked with more 
than two people on the committee prior to its convening. Findings presented here are done so in a 
mostly summative format in order to minimize the risk of indirectly identifying participants. I 
begin by discussing structures that were in place, or more often not, throughout the syllabus 
development process. I then present emergent themes on how decisions were made regarding 
equity-related content, including the health equity, social justice, and human rights concentration.  
Creating an integrated core curriculum required more collaboration than the historically 
department-centered school was accustomed to. I was not present for meetings where these 
decisions were made, but I heard on multiple occasions in committee meetings that some 
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departments insisted on having their own courses within the core curriculum, to the extent that 
some committee members suggested those departments would not otherwise participate in the 
core redesign. Those courses were in fact developed within the core curriculum, outside of 
committee meetings and largely in isolation within their respective departments. The additional 
time that collaboration requires was one that many committee members were unaccustomed to 
spending, with several instances of faculty members comparing their experiences developing the 
integrated content with the autonomy and efficiency of developing a course independently. 
Moreover, the time required for collaboration was in direct conflict with the amount of time that 
the committee had to develop the new core syllabi.  As deadlines approached, time for 
collaboration was increasingly reduced, replaced by individual committee members volunteering 
to complete sections of the syllabi to be submitted for the sake of efficiency. Several committee 
members talked about the ideal curriculum vs. the one that got submitted because of time 
constraints. 
In a historically decentralized institution like the SPH where this study occurred, there 
tend to be few formal systems in place to regulate centralized curricular operations, simply 
because curricular operations have not been centralized. This syllabus development process, 
regularly touted by school leadership as being innovative, was one for which few regulating 
systems existed. There were several decision points throughout the development process where 
individuals indicated being unsure who held the decision-making power or feeling that they 
lacked the authority to make a decision as an individual working on a component of the 
curriculum. This may be a function of academia in general because of the relative autonomy 
faculty are often afforded to run their courses as they see fit. In such instances, it becomes even 
more important to focus on how individuals create systems of equity or uphold structures of 
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inequity borrowed from adjacent or familiar systems. As a result, many of the actors involved in 
the development of the new core curriculum were acting with little guidance or direction from 
those in positions of authority. It may be precisely because of this lack of institutional regulation 
that ruling relations among social actors (i.e., committee members) took such primacy during 
data collection and analysis. Social relations between committee members were the most 
important in determining what ultimately was included in the curriculum. Therefore, many of the 
results presented below explain how decisions were made between members of the committee 
rather than, for example, how the committee negotiated approval from school leadership.  
Decisions made outside of committee meetings limited decision-making authority of 
racial/ethnic minorities  
Racial/ethnic diversity was often represented by administrative support staff or students 
in committee meetings. As a result, almost if not all committee members in positions of relative 
authority were White. One interviewee discussed this at some length, noting that this created a 
power imbalance in meetings in that representation of this sort was good for the optics of the 
committee composition (e.g., pictures of members posted on the website summarizing the 
development process), but that it did very little to address the fact that those with decision-
making power were not the same people that represented diversity. In a given team meeting, this 
distinction was seen in the difference between how much advocating a person had to do 
compared to another. As one interviewee stated, “some people’s opinions carried more weight 
than others.” While the participant did not explicitly state that those people whose opinions 
mattered more during the development process were all White, the examples she provided of 
“some people” all included White committee members. She spoke of committee members 
“aggressively advocating” for the inclusion of content they had expertise in, to the point of 
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cutting others off, noting that while she tended to approach meetings as a space to reach 
consensus, she often felt people arrived to meetings with their minds made up and sought in 
meetings to convince others their approach was the right one. More broadly, there were multiple 
occasions where committee members of color would make a suggestion that went 
unacknowledged until it was repeated by a White committee member, typically in a higher 
position of authority within the school. This was in part because the few people of color on the 
committee were mainly administrative support staff or students, but this phenomenon also 
occurred when two committee members holding the same hierarchical position within the school 
presented the same information, demonstrating what the participant discussed above noted as 
some opinions carrying more weight.  
Relatedly, decisions made as a committee were also sometimes later revisited or 
overturned after a discussion between a small subset of members outside of committee meetings. 
This subset of curriculum developers that met outside of large group meetings or otherwise 
overturned a large group decision were all White committee members. With the exception of one 
instance where two members were asked by someone in a leadership position at the school to put 
together a presentation, those who chose to meet outside of designated committee meetings did 
so without being directed to by administrators or being asked to by members of the development 
committee. After meeting separately, one of the developers that met in a small group would 
present the revision the subset of committee members thought was a good idea. In this way, they 
conveyed that consensus had been built among at least some of the committee members. 
Revisions that were presented in this format rarely met resistance and almost invariably resulted 
in overturning a previous decision that had been made by the larger committee. This was also 
something I experienced, where my contributions were minimized or later overturned (including 
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once where a large group decision was reversed in the time it took me to go to the restroom). 
Decisions that were overturned in this manner included reducing the amount of time dedicated to 
qualitative methods training (that often centers marginalized voices), reducing the amount of 
time devoted to introducing ethics and justice in public health to incoming students, and 
removing an implicit bias discussion from the first week of class. Limiting decision-making to a 
small subset of committee members was one way by which social relations created an avenue for 
White committee members to restrict decision-making authority. This is not to say that White 
committee members who met separately to discuss meetings were intentionally excluding 
committee members of color from accessing decision-making power. Rather, this is one of the 
mechanisms that, when they occur systematically and along racial lines as observed in this study, 
that status quo within institutions can serve to maintain structural inequities. Thus, this can serve 
as an example of the ordinariness of racism theorized by critical race scholars (Bonilla-Silva, 
2014; Delgado & Stefancic, 2017; Ford & Airhihenbuwa, 2010b). 
Committee members who represented “diversity” were less likely to speak up in meetings 
as compared to members of a majority group 
White committee members tended to speak up more often than committee members of 
color. During individual interviews, I probed about this specifically with participants who were 
on development committees. Comfort in a meeting was the most consistently mentioned 
facilitator to speaking up, regardless of race/ethnicity. White members were more likely than 
members of color to indicate they felt comfortable speaking up in group meetings. Additionally, 
members of color indicated feeling expected to speak up about diversity or equity-related issues 
discussed throughout the development process. During meetings, the introduction of these topics 
often led many committee members to gesture toward or pause and look in the direction of 
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members of color, suggesting that part of that pressure to speak up was communicated to 
participants non-verbally. This was also something I experienced first-hand, ranging from 
nonverbal cues where several members in a committee meeting would glance in my direction or 
gesture toward me when issues of diversity or communities of color were discussed to pauses in 
conversation when someone would expressly ask my opinion about racial issues but nothing else. 
Simultaneous to this felt pressure to speak about diversity related issues, participants discussed 
how advocating for equity-related issues in an academic context was received differently 
depending on who was doing the advocating. Participants cited both personal experiences and 
extant literature when stating that White advocates are often seen as more objective and more 
reliable than advocates of color. This juxtaposition of feeling expected to speak up despite 
feeling less comfortable than their White counterparts and feeling like their voices carried less 
weight left some participants of color in a position where they waited to see if White committee 
members would advocate for equity-related issues during the development process because of 
the sense that their advocacy would be more successful relative to the advocacy of a committee 
member of color. In the absence of White advocates for equity-related content, participants of 
color indicated feeling compelled to speak up in spite of their personal discomfort.  
Equity-related content is particularly vulnerable to exclusion in curriculum development 
Decisions about what material would be included in the core curriculum were often made 
based on who advocated most successfully for the inclusion of a topic. During the MPH syllabus 
development process, one of the regular components of team meetings was discussing which 
topics and lessons should be included and which should be excluded. Participants often stated in 
meetings that limited time in the courses were a big reason for needing to eliminate some of the 
content. The process by which content was negotiated can best be described as one of advocacy. 
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When a weekly lesson was discussed in a meeting, those present discussed the pros and cons to 
including or excluding the material proposed. Equity-related content (e.g., historical and political 
origins of health inequities, structural bias as a determinant of health, implicit bias of health 
professionals) was more often discussed as needing to be minimized or excluded from weekly 
lessons as compared to other topics, such as the agencies that comprise the US health system or 
the risk factor approach to disease prevention. When committee members who specialized in 
health equity, health disparities, or community-centered approaches to health were present, they 
were usually able to argue successfully for the inclusion of the content, often pointing out how 
important an equity lens was to understanding how the existing health system came to be or the 
ramifications of labelling culturally specific behaviors as “risky.” However, given the small 
number of committee members who specialized in equity-related research or teaching, this was 
not always possible. Another reason often cited by committee members against including equity-
related material is that those who planned to teach the course did not feel qualified to lead 
difficult discussions about equity-related content, including structural racism and unintended 
consequences of public health practice. As one of the few developers that specialized in equity 
related issues, I sometimes felt a tension between advocating for the inclusion of identity-related 
or otherwise charged conversations into the curriculum. While I could articulate a multitude of 
reasons for their inclusion (drawing from my own experiences in public health practice as well as 
my own research), I was also acutely aware that as a student I could not volunteer to facilitate or 
teach those sessions. In this way, I was limited in my ability to “aggressively advocate” for the 
inclusion of equity-related content as one participant indicated was often how material was 
included. Additionally, those who did not specialize in equity-related content often argued that 
these topics should not be included in weekly lessons because there was not time to have lengthy, 
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collaborative discussions or that the focus needed to be on building student skills. This latter 
opinion suggests that members of the committee who expressed this sentiment saw equity-related 
content as secondary to more traditional public health content or not building the capacity of 
students to work effectively as public health practitioners upon graduation. Given that curriculum 
is a filter of the vast scholarly literature in public health for students, the limitation of equity-
related content has the downstream impact of limiting form of knowledge are legitimated for 
students through instruction within the core curriculum. This is not to say that students are 
unable to seek additional scholarly work on equity-related issues. Rather, the social negotiation 
that occurred in the syllabi development process in effect created a mechanism of professional 
socialization for public health students and that reductions to equity-related content in core 
curriculum can have the unintended effect of reducing the equity skills that trainees can develop 
through the MPH program of study at this SPH.  
Developing a health equity concentration revealed schoolwide reticence to engage directly 
with equity content 
During the core syllabus development process, MPH concentrations were also being 
developed. One of them was a health equity, social justice, and human rights concentration. In 
addition to the vulnerability of equity-related content within the core MPH curriculum, there 
were many people arguing against the approval of the equity-focused concentration. Of note, one 
of the primary arguments against the concentration was that equity-related content should be 
included in all components of the curriculum. This is notable because of the vulnerability to 
exclusion of equity-related content in the core curriculum as well as the dearth of faculty 
members who felt confident teaching these topics across the school. In both participant-
observations and interviews, several people mentioned that students at the SPH consistently 
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complained that they wanted equity-related training, but weren’t currently receiving it in the 
MPH curriculum, despite having gone into a public health program because of its social justice 
foundations. Students and faculty alike discussed how attempts to introduce discussions of 
equity, bias, or social justice into classroom discussions were often either ignored or quickly 
ended by faculty who felt ill-equipped to facilitate sensitive conversations. Interviewees noted 
that those in decision-making positions at the school (i.e., those with the power to either accept 
or reject a concentration proposal) found it difficult to see why focused attention was needed on 
equity related content or even see equity-related issues as an area of study in their own right 
within public health training. One interviewee noted that the equity concentration was seeking 
approval from decision-makers that were not necessarily trained in the equity, and therefore had 
an incomplete understanding of equity-related work. The specific vulnerability of equity-related 
content was perhaps most exemplified in the petition that was submitted to the decision-making 
group just prior to concentration review. Students, alumni, faculty, and staff signed a petition 
urging the group of school leadership to approve the equity concentration. The impact of this 
petition remains unclear. While many concentration developers felt it was key to getting approval 
for the equity concentration, I had at least one member of the approving committee tell me 
without prompting in casual conversation that it likely did not make a difference in the outcome.  
Discussion 
This large-scale curriculum redesign demonstrated a preference for symbolic change over 
substantive changes to how public health professionals are being trained. In large part because 
committee members had approximately four months create syllabi for a new core curriculum, 
time constraints undermined the stated goals to develop the curriculum in a collaborative way 
that centered on equity. Even within the context of their jobs, I came to see members of the 
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development committee as functioning with what Smith refers to as a bifurcated consciousness 
(D. E. Smith, 2006) in that members had to continually negotiate between the ideal ways in 
which they would like to see an integrated core curriculum be offered and the logistical 
constraints of getting the courses developed enough to submit to school leadership. This led to 
minimizing the inclusion of important but time-consuming topics, drawing from older course 
models, and delegating tasks rather than negotiating decisions via committee.  
As institutional ethnography methods state, people “draw from what they know 
(Campbell & Gregor, 2004, p. 31).” From a structural racism perspective, this means that people 
are likely to be working in ways that maintain the White supremacist structures that exist in 
academia without necessarily being aware of it by simple virtue of the fact that they are not 
actively working to change social relations that have always kept Whites in positions of power 
and authority in academia. To be clear, I am not suggesting that committee members were 
actively or intentionally acting in the name of White supremacy when they met separately to 
discuss decisions that had been made in larger committee meetings. Rather, individuals that met 
with colleagues separately to discuss work did so because that is the way they have learned to 
function in this workplace and that in doing so, they are maintaining the racist structures that are 
comfortable by virtue of the fact that they are so common. In this way, we can more easily see 
how power relations can be structured through social interactions to maintain racial hierarchy 
simply because that racial hierarchy is all that academic institutions have ever known.  
Critical race scholars have devoted much attention to structural determinism, the ways in 
which racist structures have historically set limits on what can be known (Delgado & Stefancic, 
2017). There are few places where this concept is as clearly exemplified as the syllabus 
development process, where social actors determine what will be known, or rather taught, to 
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students. A core curriculum for MPH students provides the tools of thought for emerging public 
health professionals. Given the frequency with which faculty said that they were reticent to teach 
social justice or other inclusive material because they were unfamiliar with the material 
themselves, a core curriculum that lacks equity-related content serves to perpetuate future 
generations of public health professionals that are similarly ill-prepared to function in today’s 
diverse public health arena. Conversely, a core curriculum that centers antiracist pedagogy could 
disrupt this cycle of avoidance in favor of one that centers social justice back into public health 
(Beauchamp, 1976; Ford & Airhihenbuwa, 2010b). To pay cursory attention to the long history 
of structural bias, including the ways in which health professions have continually been at the 
forefront of it, is to assume what one or two counternarratives are sufficient to undo generations 
of negative ones. This phenomenon, which critical race scholars refer to as an empathetic fallacy 
(Vaught, 2008), is the unintended consequence of minimizing equity-related content in the 
syllabus development process presented here. As the public health professionals continue to seek 
out formal training earlier in their careers (Leider et al., 2015; Leider, Plepys, Castrucci, Burke, 
& Blakely, 2018), it becomes less likely that they will have interacted with people or 
communities very different from their own social, economic, or racial positions, making the role 
of higher education programs increasingly important just at the time where they are also 
combatting program and funding reductions (Solomon et al., 2005). What occurred in this 
instance has occurred many times over, this social system sought the most expedient way to 
remedy “the gap between ideals and practices…so that everyone would think that it is just and 
fair (Delgado & Stefancic, 2017, p. 38).” In attempting to develop a curriculum to include issues 
of structural bias, institutional racism, and social justice, but continually reducing the amount of 
 
115 
time in the curriculum devoted to these topics, the end result was a core curriculum that 
perpetuates a tokenistic approach to inclusion.   
Tokenism was not only seen in the curriculum itself. Rather, there were racialization 
processes in place that also revealed a broader tokenistic approach to inclusion of people of color 
on this development committee. As any other aspect of social organization, this is a social 
process that occurs in small but continuous ways. In this study, it was seen in the ways 
committee members of color were turned to (both literally and figuratively) to speak on issues of 
diversity, inclusion, and equity, effectively being called on to speak on behalf of their 
race/ethnicity, or perhaps even more often given the small numbers of people of color on the 
committee, for all non-White people. There was racialization in the ways that White members 
could act with informal authority to overturn more representative group decisions or the ways 
that members of color sometimes felt their voices were minimized or ignored. Taken together, 
these actions send the same message: that White voices carry more authority than voices of color, 
and that the authority need not be formally delineated. This constitutes the definition of what 
institutional ethnography scholars refer to as ruling relations in that “ruling takes place when the 
interests of [a subgroup] dominate the actions of those in [the larger] setting (Campbell & 
Gregor, 2004, p. 36).” These ruling relations have further ramifications in so far as they 
constitute a core curriculum for public health trainees. In particular for those components of the 
core curriculum where few, if any, changes were made, the end result is a curriculum that 
continues to teach emerging professionals using a predominately White canon. In recreating 
large parts of a curriculum that contain only token amounts of work by scholars of color, view 
race/ethnicity as static rather than continually being socially constructed, or treat Whiteness as 
the metric by which the health of all other groups is measured, SPHs effectively perpetuate 
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outdated modes of understanding the social world and viewing the health of communities (Ford 
& Airhihenbuwa, 2010b). To be clear, I am not advocating ignoring the classic works upon 
which much of our understanding of public health was built. Rather, I urge a deeper 
contextualization of seminal readings; one that critically engages with the context within which 
the knowledge was created and sees classical public health literature for what it is – socially 
situated in the race relations of their time and not sacrosanct or above critique.  
There is a gendered aspect to the ways in which the all-woman committee functioned that 
cannot be overlooked in analysis. Previous research has shown that women faculty often feel 
pressure to perform their gender identity in workplace settings through maintaining a nurturing 
demeanor and avoiding conflict (Lester, 2008). This gender lens helps to explain why some 
participants felt uncomfortable speaking up when they had a dissenting opinion or why a small 
subgroup meeting could overturn a decision made by the larger committee without formal 
authority to do so. From an intersectional perspective, this also helps to explain why committee 
members of color may have felt that speaking up was a greater risk for them as compared to their 
White counterparts. Countless studies have shown that while women of all racial identities can 
be penalized in the workplace for being assertive, women of color are often more harshly 
penalized for being assertive in the workplace (Collins, 1998; Sanchez-Hucles & Davis, 2010). If 
gender norms and fear of potential backlash were contributing factors to these social and ruling 
relations, then doing so was a mechanism by which committee members recreated these social 
pressures throughout the syllabus development process.  
Implications 
This study highlights how a syllabus development process within an SPH can both 
actively seek to combat structural racism by integrating more equity-related content into its core 
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curriculum and simultaneously recreate mechanisms for its own racist systems through the 
process itself. As Campbell and Gregor assert, “social relations are not done to people, nor do 
they just happen to people. rather, people actively constitute social relations (Campbell & 
Gregor, 2004, p. 31).” This also holds true for structural racism. In a racialized social system 
(such as that within institutions of higher learning or, more specifically, a SPH such as the one in 
this study), social relations that occur with racial patterns to maintain status quo are also in effect 
maintaining the structural racism upon which those systems were built (Bonilla-Silva, 2014). As 
such, dismantling institutional racism within academic training requires not only a paradigm shift 
in curricular development, but also a reimagining of how the system functions.  
For schools of public health interested in addressing institutional racism within their own 
systems, we make the following recommendations for identifying structural practices in similar 
settings that may be counterproductive to advancing health equity: 
Recruit additional faculty and staff with expertise in health equity and social justice. 
It is difficult to integrate health equity and social justice into all aspects of public health training 
in the absence of sufficient faculty and staff with expertise in health equity and social justice 
across departments and organizational functions throughout the school. Therefore, we 
recommend recruiting faculty and staff specifically trained in health equity, social justice, and 
meaningful inclusion of historically marginalized populations. While formal education programs 
that explicitly specialize in these areas are largely still in nascent stages of development, public 
health researchers, practitioners, and administrators with experience engaging communities and 
students from a variety of backgrounds, a track record of engaging in difficult conversations in 
classroom settings, and skills to identify and disrupt existing, inequitable school policies should 
be aggressively sought after. Not only can these individuals provide necessary expertise to 
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address institutional racism, they can work to train existing faculty, staff, and students who may 
not specialize in these areas to better integrate an equity lens into all facets of public health.  
Allow sufficient time for collaborative discussions. Participants were frequently 
frustrated by how little time they had to develop the curriculum. Additionally, attempts to be as 
efficient as possible (because of a lack of time to develop the products for the new core 
curriculum) often resulted in decreased collaboration, unilateral decisions, reduced attention 
being paid to who was not being represented in the room, and a reduction in lessons that 
integrated nuanced historical or sociopolitical topics related to public health not previously 
taught elsewhere in the school. As such, this perceived lack of time to collaborate not only had a 
detrimental effect on the extent to which meaningful discussions could be had during the 
development process, it had a downstream negative impact on the amount of time devoted in the 
curriculum for collaboration and discussion. When budgeting time for curriculum development, 
allowing time to reach consensus on less frequently taught social justice topics and consider the 
needs of who is not present could improve satisfaction with the experience for developers as well 
as result in a curriculum that embodies and perpetuates health equity and inclusion. Moreover, 
allowing more space in curriculum delivery, i.e., instruction, for students to grapple with 
centuries of racist history and politics that shape modern day public health practices would 
improve the critical thinking skills of trainees.  
Reduce or eliminate the number of system-level decisions that are made by a small 
subset of committee members. Collaboration has long been understood to improve equitable 
outcomes in all facets of public health practice (Wallerstein, Yen, & Syme, 2011). As such, the 
practices of some curriculum developers to work around the big group in order to achieve what 
they may not have achieved otherwise in a large group setting can undermine attempts to work in 
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equitable ways. The fact that this method of having side conversations so often resulted in the 
reduction or elimination of social justice or equity-related content in the core curriculum creates 
a compounding issue. This is not to say that work assigned to committees should not be 
delegated for the sake of efficiency. Particularly given how frustrated participants indicated they 
were because of a lack of time, efficiencies in completing tasks can actually help leave more time 
in large committee meetings to discuss system-level topics in a more inclusive way than leaving 
all tasks to be conducted at the full committee level. The concern lies in the use of subset 
conversations to a) exclude some individuals from voicing their opinions, especially if those 
opinions give voice or importance to historically marginalized groups, or b) informally 
restructure decision-making channels in a way that undermines attempts to expand decision-
making power to a broader, more representative group.  
Conclusion 
More intentional integration of social justice pedagogy may counteract structures within 
public health training that have a negative impact on health equity. This requires institutional 
commitments throughout the syllabus development process, including the recruitment and 
retention of faculty, staff, and school leadership who specialize in social justice issues related to 
health. Current faculty/staff need additional training to create systemic change. Public health as a 
field has developed enough of an evidence base that we can admit to the presence of structural 
racism. The next step in dismantling that must be a clearer understanding of the individual, 
interpersonal and social operationalizations that continue to uphold that structure. As such, taking 
a critical race theory approach to this analysis of syllabi development embodies what Ford and 
Airhihenbuwa refer to as the disciplinary self-critique vital to antiracist public health practice 




CHAPTER 7: SYNTHESIS 
Revisiting my conceptual model 
In my original conceptual model, I proposed that health professional practices were 
determined at least in part by investment in one’s own group (i.e., White, given the 
demographics of the U.S. public health workforce) and investment in other groups (i.e., 
communities of color). I posited that investment in one’s own group could be further broken 
down into individual perceptions of social dominance, internal motivations to respond without 
prejudice, and interpersonal loyalty expectations from recipients of public health services. More 
specifically, I hypothesized that higher loyalty expectations would be associated with a greater 
investment in one’s own group. Similarly, I believed that higher rates of social dominance beliefs 
were the result of a greater investment in self. These factors were all measured in the quantitative 
study of Aim 1. There was no evidence of this investment in one’s own group factor in this study.  
In addition to hypothesizing that investment in one’s own group was related to health 
professional practices, I posited that investment in other groups also contributed to health 
professional practices. More specifically, that external motivations to suppress prejudice 
reflected the level of investment in other groups. Similarly, external (i.e., interpersonal) 
motivations to suppress prejudiced responses also reflect investment in other groups. Non-
egalitarian beliefs I posited to reflect a combination of interpersonal and professional norms 
reflecting what public health students thought was appropriate or expected for their role as 
professionals working with communities of color. I also hypothesized that a trainee’s perceptions 
of family involvement were a reflection of what they believed was normative for public health 
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professionals as a result of their level of investment in other groups. There was not evidence of 
the investment in other groups factor in this study.  
Health professional education and training, which I conceptualized at the professional 
norms level, I believed to moderate the relationship between investment in one’s own group and 
the professional socialization the predicts health professional practices. There is more nuance to 
this relationship than I posited in my original conceptual model, specifically as it relates to the 
process of developing the new Core. At the time I conceptualized this study, I posited the social 
relations related to the development process. Specifically, I hypothesized the institutional 
priorities, social negotiation, and interpersonal relationships would all play a role in determining 
the syllabi that were submitted to the university for approval. Further downstream, I also felt that 
the syllabi would then be taken up into instruction, broken down into instructional content, 
student discourse, and professional socialization as determinants of professional norms taken up 
by graduates of the school. Given the timing of the study in the development and implementation 
process, I focused on the ruling relations in curriculum development and not instruction itself.  
Institutional priorities were in fact a factor in the syllabus development process. There 
were actually multiple layers of institution that came into play: the departments themselves, the 
school of public health, and the accrediting body. There were also regulations of the broader 
university that were considerations, but those played a bigger role in the development of 
concentrations for the MPH than they did in the development of the core curriculum. 
Specifically, the departmental priorities, including their desire to maintain independence and 
autonomy, shaped how the core was shaped. For example, BIOS and EPID felt strongly that 
these subjects needed separate courses and, as such, there was a course that closely resembled 
the previous introductory BIOS course, another that closely resembled the previous introductory 
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EPID course, and another that combined many other topics across the other previous courses. 
Interpersonal relationships were also a factor in who was selected to perform what tasks, whose 
opinions were solicited or minimized, and whose work was accepted as compared to whose work 
was reviewed. Social negotiation was also a factor, largely in the form of advocating for desired 
content and/or who had side conversations about committee-level decisions. Social negotiation 
was also a continual consideration for committee members of color in that they had to regularly 
navigate a room when deciding whether or not to advocate for equity- or inclusion-related 
content. In order to better understand how these ruling relations affected the core content that 
was created, I would have to conduct additional research to compare this process to other schools 
where the ruling relations were different and therefore had presumably different curricular 
outcomes.  
Social dominance, motivations to suppress prejudice, and paternalism in a workplace 
context 
Aim 1 results showed that MPH students in general opposed active group dominance and, 
to a slightly lesser extent, more passive non-egalitarianism. Equity-related content in the core 
curriculum that focuses on training students to oppose active racial dominance may be presented 
at too introductory a level for where is seems students are starting. Rather, study findings suggest 
that more time should be spent in the core curriculum on passive maintenance of social and racial 
hierarchies.  Perhaps even more pertinent to public health practice, it would be useful to integrate 
more explicit discussion about how public health as a field has contributed (and continues to 
contribute) to the maintenance of social and racial hierarchies, with additional focus on how to 
disrupt those existing structures through public health practice.  
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MPH students indicated strong internal motivations to respond without prejudice, adding 
support to the notion that introductory lessons regarding prejudice may be unnecessary in public 
health training. Interestingly, students were neutral on whether or not they felt external 
motivations to respond without prejudice. From a curricular standpoint, implicit and explicit 
messages in the core curriculum can be seen as one of the sources of perceived external pressure 
to respond without prejudice. For example, if the core curriculum includes instruction about how 
Whites may respond in prejudiced ways without intentional malice (i.e., act with implicit rather 
than explicit bias), then instruction around how to manage that implicit bias in public health 
practice conveys to students that prejudiced responses are undesirable and therefore necessitate 
management. Further research is needed to explore the extent to which external pressures to 
respond without prejudice may influence internal or long-term motivations to respond without 
prejudice. Additionally, how these motivations influence professional practices requires 
additional study.  
Perhaps most interesting among all of the concepts explored in this study is paternalism. 
MPH students somewhat disagreed that public health professionals should expect loyalty from 
communities of color with whom they worked, but felt that public health professionals should 
treat individuals with whom they work like family and that it is appropriate for professionals to 
get involved in the non-health portions of consumers’ lives. It is unclear through this study the 
extent to which these pro-paternalistic perceptions of public health practice are related to 
underlying feelings of the inferiority of communities of color. Additional research is required to 
also ascertain the extent to which benevolent racism is an underlying component of public health 
training and/or public health practice. 
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Paternalism as a manifestation of structural racism becomes even more complex when we 
also the paternalistic views of instructors towards students and the extent to which they are 
perceived as naïve learners or in need of some form of benevolent control. In the case of social 
dominance in particular, findings from this study suggest that a pedagogical approach that 
situates learners as experts of their own lived experience may be more appropriate in core MPH 
curriculum. Additional research is needed to better elucidate how paternalism in academic public 
health impacts the professional socialization of public health trainees.  
Revisiting research questions 
There were several questions posed throughout this study that I want to explicitly address 
in this synthesis. 
How are structural racism at the level of public health systems and implicit bias at 
the individual level defined and addressed in public health training? In short, structural 
racism and implicit bias are just starting to be broached as subjects important to public health 
training. Material that students received in previous classes largely did not include a 
consideration of this, and certainly not systematically across all MPH trainees at the school under 
study. With the changes introduced in the redesigned curriculum, these topics now have a place 
in the core curriculum. However, without sufficient proficiency among instructors of the core, 
these topics are vulnerable to only being discussed at a surface level. Doing so for an extended 
period of time may cause unintended harm, particularly in the form of reduced quality of 
graduates entering the workforce, to students within the school. Moreover, findings indicate that 
introductory information about structural racism may be too rudimentary for many MPH students 
and that more advanced or nuanced discussion of structural racism may be more appropriate in 
this population.  
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To what extent are social dominance, motivations to suppress prejudice, and 
paternalism in a workplace context related to one another via common factors? The 
hypothesized structural equation model indicates that these three scales were not related to one 
another via two higher order factors. Moreover, I conducted a post-hoc analysis of the correlation 
between all items across the three scales and found no meaningful correlations or patterns across 
the three scales.  
How does the SPH under study make decisions about what is included in their 
redesigned master’s curriculum? As hypothesized, decisions about what was included in the 
curriculum were made via a combination of institutional priorities, interpersonal relationships, 
and social negotiation. The institutional priorities were more complex than originally 
hypothesized and involved balancing priorities of multiple institutions. Furthermore, the redesign 
of the curriculum occurred within the context of a broader reconceptualization of the entire 
degree program, revealing that social relations can be particularly powerful in dictating structural 
decisions in the absence of formal systems.  
 To what extent are social dominance, paternalism, and motivations to suppress 
prejudice present in the redesign process? From a social dominance perspective, there is the 
underlying educational structure that places instructors and faculty in positions of power over 
students. As previously noted, the extent to which this structure positions instructors to use a 
banking model of teaching (Freire, 1970) that discourages critical thinking may work counter to 
the espoused mission and values of the SPH. Additionally, there are examples of both active and 
passive maintenance of racial hierarchy in the redesign process: from the small numbers of 
faculty of color to committee members of color feeling as though their voices carried less weight 
than their White colleagues to the vulnerability of equity-related content in the core curriculum. 
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While there is no evidence among MPH students that social dominance and paternalism in a 
workplace context are correlated, benevolent racism literature posits that paternalistic behaviors 
of majority groups can serve to maintain structural inequities (Esposito & Romano, 2014). As 
such, further study is needed to assess the extent to which paternalism and social dominance may 
be correlated in academic public health. Finally, evidence suggests that external pressures to 
respond in nonprejudiced ways may have contributed to faculty reticence to discuss equity-
related issues as part of instruction in that they preferred to avoid these topics altogether rather 
than inadvertently be perceived as acting in a prejudiced manner. This suggests that external 
motivations to suppress prejudice should be studied as part of the syllabus development process 
among faculty as well, and not just MPH students.  
How does the redesigned curriculum convey the school’s orientation toward 
structural racism and equity? It shows progress toward being more explicit and intentional 
about the mission and values that have been formally in place for many years. Additionally, this 
first step toward operationalizing addressing structural racism through the MPH core curriculum 
highlights the paucity of equity and social justice experts at the school and the need to recruit, 
train, and retain many more instructors capable of having the difficult conversations necessary to 
effectively teach in an actively anti-racist and equitable way. However, at the time of this study, 
institutional actions pointed to a clear preference for symbolic or small, visible changes over 
more difficult and impactful changes that fundamentally alter how the SPH conceptualizes equity 
and inclusion. As these more difficult changes take time, a more longitudinal investigation would 




To what extent does the curriculum redesign align with students’ social dominance 
orientation, paternalism, and motivations to suppress prejudice? The curriculum may 
provide instruction about social hierarchies at too rudimentary a level for MPH students. Given 
the consistency with which respondents in the student survey rejected notions of group hierarchy, 
but not nonegalitarianism, that time in the core curriculum devoted to building the argument for 
the existence of social hierarchy may be better spent unpacking how existing social hierarchies 
are maintained or challenged through public health practice. The curriculum creates some of the 
external pressure that students indicated feeling to respond without prejudice. This relationship 
warrants further study to better understand what the ramifications and implications of this 
relationship may be for the professional practices of trainees. Paternalism in a workplace context 
was far more complex in the syllabus development process than previously hypothesized. 
Additional research in this area in particular are needed to tease out the complexities for 
curriculum development, professional socialization, and public health instruction. 
Limitations in theory  
Methodological limitations have previously been discussed for each component of this 
study, so it is only fitting to discuss limitations in its theoretical foundations. Given how closely 
linked race and socioeconomic class are in U.S., it was difficult to conceptualize a one’s own 
group or other groups without an intersectional lens. This mutual constitution may have 
contributed to null findings in this study. Additionally, in talking about what is normative in 
public health practice, especially through the lens of a predominantly White, middle class 
workforce that does not necessarily resemble the predominantly colored, lower class 
communities that are often targeted for public health interventions, I am creating this somewhat 
artificial dichotomy between public health professionals and communities they serve. As 
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someone who has identified more with community members than professionals throughout my 
almost 20 years of working in public health, I can confidently speak to the fact that there are 
important actors within the field that do not fit the normative “us vs. them” model. I recognize 
that this artificial dichotomy is reductionistic in that it does not capture the full scope of the types 
of public health professionals that exist, nor does it do justice to the voices of professionals like 
myself who do not see themselves as separate from the communities they serve.   
Limitations in methods 
In addition to the theoretical limitations described above, there are methodological 
limitations of this dissertation study worth noting. First, the limited sample size in the student 
survey administered under Aim 1 may have contributed to errors in interpretation. Additionally, a 
post-hoc analysis of differences in responses by race/ethnicity were not possible because of 
limited numbers of non-White respondents. Similarly, there may be meaningful differences in 
responses between domestic and international students as a result of differential racialization 
processes that were not assessed because domesticity was not collected. For the institutional 
ethnography conducted under Aim 2, the most notable limitation is in scope. As this study 
focused specifically on the syllabus creation portion of MPH core curriculum development, there 
are likely important aspects in the process of developing, implementing, and refining a 
curriculum of this magnitude that were not part of this ethnography. Moreover, my relationship 
to the process changed over time (I went from a student volunteer during participant-
observations to a graduate assistant for the SPH starting around the time that I was conducting 
interviews to a senior teaching fellow in the implementation of the new core curriculum as I 
worked through analysis) that has implications for how I perceive the evolution of the overall 
curriculum develop process that exceed the scope of this study. Finally, the findings in this 
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APPENDIX I: CEPH-DEFINED MASTER’S LEVEL CORE PUBLIC HEALTH 
KNOWLEDGE 
 
2016 Core MPH Knowledge (Council for Education on Public Health, 2016) 




1. Explain public health history, philosophy and values 
2. Identify the core functions of public health and the 10 Essential Services 
3. Explain the role of quantitative and qualitative methods and sciences in describing 
and assessing a population’s health 
4. List major causes and trends of morbidity and mortality in the US or other 
community relevant to the school or program 
5. Discuss the science of primary, secondary and tertiary prevention in population 
health, including health promotion, screening, etc. 
6. Explain the critical importance of evidence in advancing public health knowledge 
Factors Related 
to Human Health 
7. Explain effects of environmental factors on a population’s health 
8. Explain biological and genetic factors that affect a population’s health 
9. Explain behavioral and psychological factors that affect a population’s health 
10. Explain the social, political and economic determinants of health and how they 
contribute to population health and health inequities 
11. Explain how globalization affects global burdens of disease 
12. Explain an ecological perspective on the connections among human health, 
animal health and ecosystem health (eg, One Health) 




1. Apply epidemiological methods to the breadth of settings and situations in public 
health practice 
2. Select quantitative and qualitative data collection methods appropriate for a given 
public health context 
3. Analyze quantitative and qualitative data using biostatistics, informatics, 
computer-based programming and software, as appropriate 
4. Interpret results of data analysis for public health research, policy or practice 
Public Health & 
Health Care 
Systems 
5. Compare the organization, structure and function of health care, public health and 
regulatory systems across national and international settings 
6. Discuss the means by which structural bias, social inequities and racism 
undermine health and create challenges to achieving health equity at 




7. Assess population needs, assets and capacities that affect communities’ health 
8. Apply awareness of cultural values and practices to the design or 
implementation of public health policies or programs 
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9. Design a population-based policy, program, project or intervention 
10. Explain basic principles and tools of budget and resource management 
11. Select methods to evaluate public health programs 
Policy in Public 
Health 
12. Discuss multiple dimensions of the policy-making process, including the roles of 
ethics and evidence 
13. Propose strategies to identify stakeholders and build coalitions and partnerships 
for influencing public health outcomes 
14. Advocate for political, social or economic policies and programs that will 
improve health in diverse populations 
15. Evaluate policies for their impact on public health and health equity 
Leadership 
16. Apply principles of leadership, governance and management, which include 
creating a vision, empowering others, fostering collaboration and guiding decision 
making 
17. Apply negotiation and mediation skills to address organizational or community 
challenges 
Communication 
18. Select communication strategies for different audiences and sectors 
19. Communicate audience-appropriate public health content, both in writing and 
through oral presentation 




21. Perform effectively on interprofessional teams 
Systems 
Thinking 
22. Apply systems thinking tools to a public health issue 
*Competencies in bold will be emphasized in analysis 
2011 Core MPH Knowledge (Council on Education for Public Health, 2011) 
Biostatistics 
collection, storage, retrieval, analysis and interpretation of health data; design and 
analysis of health-related surveys and experiments; and concepts and practice of 
statistical data analysis 
Epidemiology 
distributions and determinants of disease, disabilities and death in human 
populations; the characteristics and dynamics of human populations; and the natural 




environmental factors including biological, physical and chemical factors that affect 
the health of a community 
Health Services 
Administration 
planning, organization, administration, management, evaluation and policy analysis 




concepts and methods of social and behavioral sciences relevant to the identification 




APPENDIX II: SURVEY INSTRUMENT 
Inclusion and bias in public health 
 
You are being asked to participate in a research study about diversity, inclusion, and bias 
in public health training programs. This study seeks to understand more about the nature of 
emerging public health professionals' (i.e., public health student-trainees) understanding and 
approach to working with diverse populations and dealing with bias in public health. If you agree 
to participate, you will be asked to complete an online survey. The survey should take 
approximately 5-15 minutes to complete. Questions will include racial prejudice and institutional 
bias. We are not evaluating you or your individual responses. All your responses will be 
completely anonymous - no personal identifiers are being collected (including IP address). We 
are simply trying to get an idea of how students in general feel about these topics. If we are to 
learn anything useful, it is important that you respond to each of the questions openly and 
honestly. We recognize that these topics may make some people feel uncomfortable. As such, 
participants are free to skip any questions they are not comfortable answering or stop 
participation at any time.      There is no direct benefit to you for participation, but the insights 
you provide may help improve public health education and training.     If you have any questions 
about this study, you may contact the Principal Investigator directly: Yesenia Merino, MPH at 
ymerino@live.unc.edu or 703-203-8003.     If you have any questions about your rights as a 
research participant, you may contact the UNC IRB at IRB_Subjects@unc.edu or (919) 966-




Q14 Please indicate which best describes your current program of study in public health. 
 I am currently enrolled in a MPH program (1) 
 I am currently enrolled in a non-MPH master's program in public health (e.g., MSPH, MS) 
(2) 
 I am not enrolled in a master's program in public health (3) 
 
Display This Question: 
If Please indicate which best describes your current program of study in public health. I am not 
enrolled in a master's program in public health Is Selected 
Q16 You have indicated that you are not enrolled in a master's program in public health. 
Unfortunately, this study requires that participants be enrolled in such a program. Therefore you 
are not eligible. Thank you for your interest. 
Condition: You have indicated that you... Is Displayed. Skip To: End of Survey. 
 
Q15 Please indicate if you agree to participate in the study.  
 Yes, I agree to participate in the study. (1) 






















...behaves like a family member (parent or older 
sibling) towards the community members with 
whom they work. (1) 
              
...provides advice to community members with 
whom they work like a senior family member. 
(2) 
              
...creates a family environment when working 
with communities. (3) 
              
...feels responsible for community members 
with whom they work as if they were their own 
children. (4) 
              
...is ready to help community members with 
whom they work with non-work problems (e.g., 
housing, education, financial problems) 
whenever they need. (5) 
              
...attends special events of community members 
with whom they work (e.g., weddings, funerals, 
graduations). (1) 
              
...is prepared to act as a mediator whenever a 
community member with whom they work is 
problems in their private life. (2) 
              
...places more importance on loyalty of 
community members with whom they work 
than meeting public health program objectives. 
(3) 
              
...expects loyalty in exchange for their care and 
nurturance. (4) 


























...believes they know what is best for 
community members with whom they work. (5) 
              
...attends special events of community members 
with whom they work (e.g., weddings, funerals, 
graduations). (1) 
              
...is prepared to act as a mediator whenever a 
community member with whom they work is 
problems in their private life. (2) 
              
...places more importance on loyalty of 
community members with whom they work 
than meeting public health program objectives. 
(3) 
              
...expects loyalty in exchange for their care and 
nurturance. (4) 
              
...believes they know what is best for 
community members with whom they work. (5) 









Q2 Show how much you favor or oppose each idea below by selecting a number from 1 to 7 on the scale below. You can work 

























Some groups of people are meant to be kept in 
their place. (1) 
              
It's probably a good thing that certain groups are 
at the top and other groups are at the bottom. (2) 
              
An ideal society requires some groups to be on 
top and others to be on the bottom. (3) 
              
Some groups of people are simply inferior to 
other groups. (4) 
              
Groups at the bottom are just as deserving as 
groups at the top. (5) 
              
No one group should dominate in society. (6)               
Groups at the bottom should not have to stay in 
their place. (7) 
              
Group dominance is a poor principle. (8)               
We should not push for group equality. (9)               
We shouldn't try to guarantee that every group 
has the same quality of life. (10) 
              
It's unjust to try to make groups equal. (11)               
Group equality should not be our primary goal. 
(12) 
              
We should work to give all groups an equal 
chance to succeed. (13) 
              
We should do what we can to equalize 
conditions for different groups. (14) 







No matter how much effort it takes, we ought to 
strive to ensure that all groups have the same 
chance in life. (15) 
              
Group equality should be our ideal. (16)               
 
Q1 The following questions concern various reasons or motivations people might have for trying to respond in nonprejudiced 
ways toward people of color. We are not evaluating you or your individual responses. All your responses will be completely 
anonymous. We are simply trying to get an idea of the types of motivations that students in general have for responding in 

























Because of today's politically correct standards, 
I try to appear non-prejudiced toward people of 
color. (1) 
              
I try to hide any negative thoughts about people 
of color in order to avoid negative reactions 
from them. (2) 
              
If I acted prejudiced toward people of color, I 
would be concerned that others would be angry 
with me. (3) 
              
I attempt to appear nonprejudiced toward people 
of color in order to avoid disapproval from 
others. (4) 
              
I try to act nonprejudiced toward people of color 
because of pressure from others. (5) 
              
I attempt to act in a nonprejudiced way toward 
people of color because it is personally 
important to me. (6) 
              
According to my personal values, using 
stereotypes about people of color is okay. (7) 
              
I am personally motivated by my beliefs to 
nonprejudiced toward people of color. (8) 
              
Because of my personal values, I believe that 
using stereotypes about people of color is 
wrong. (9) 
              
Being nonprejudiced toward people of color is 
important to my self-concept. (10) 









Q6 Thank you for your participation! Before submitting your responses, please share a little 
more information about yourself: 
 
Q7 Please indicate the race(s)/ethnicity(ies) with which you identify: 
❑ Asian/Pacific Islander (1) 
❑ Black/African American (2) 
❑ Hispanic/Latinx (3) 
❑ Native Hawaiian/Pacific Islander (4) 
❑ White/Caucasian (5) 
❑ Other (please specify) (6) ____________________ 
 
Q12 How would you describe your gender identity? 
 
Q8 Please indicate your area(s) of study (i.e., your department and/or primary discipline) 
❑ Biostatistics (2) 
❑ Environmental health (4) 
❑ Epidemiology (5) 
❑ Health behavior (1) 
❑ Health policy and management (7)  
❑ Maternal and child health (9) 
❑ Public health leadership 








Investment in own 
group 






























































































APPENDIX IV: PARTICIPANT-OBSERVATION GUIDE 
1. Context of interactions: 
a. Setting where observation occurred 
b. Context/purpose of interaction/meeting 
c. Number of people present 
d. Demographic composition of group (e.g., students/faculty, race, dept, etc.) 
e. Relationships between individuals  
f. Non-verbal indicators during interactions that provide evidence for your 
interpretations of the environment 
2. Mechanisms for shaping public health training: 
a. Interactions or conversations that relate to diversity and inclusion in MPH 
curriculum, Gillings, UNC, or public health as a field 
b. Questions or services requested by students relating to diversity and inclusion, 
bias (especially racial bias), prejudice, exclusion or equity in MPH curriculum, 
Gillings, UNC, or public health as a field 
c. Faculty and staff responses to students’ requests for more inclusion or equity 
within the curriculum or training, including limitations in their answers, 
difficulties faced with meeting student needs, or limitations in the number of 
options available to make changes 
d. How considerations of inclusion and bias differ between departments within the 
school of public health 
e. Regularity with which different students (both individual and student groups) 
make similar or consistent requests across time, discipline, or program of study 
f. Which topics are discussed openly or at length, which concerns are minimized or 
dismissed, who asks questions, who answers 
3. Curriculum-specific considerations of inclusion and bias in MPH Core 
a. Which topics are included or prioritized  
b. Which readings, videos, content are included or prioritized  
c. Reasons given for a topic being included or prioritized 
d. Who is advocating for a topic to be included or prioritized 
4. Reflexivity: 
a. Personal intentions, or objectives at the beginning of the interaction/meeting 
b. Personal role in shaping the interaction 
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